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It is a recognized fact that there is a staggering increase in the number 
of old people in the mental hospitals of North America. Obviously this increase 
cannot be explained only by the greater increase in the life span of the general 
population. Statistics of first admissions of the aged in mental hospitals show 
a growth far beyond the normal rise in numbers of the old age group in the 
community. This situation presents many practical problems, not only for 
the psy chiatrist in the mental hospital but also for the social psychiatrist and 
the private practitioner. 

In view of all this, psychiatrists are already asking: 

“Are we lengthening the period of what may be a useful old age or are 
we merely prolonging senility?” 

Latterly psychiatrists, psychoanalysts and psychologists have been thinking 
about this problem. Though most of the more important questions remain 
unanswered, a more dynamic approach has already shown that a much larger 
number of old people than was previously thought of can be helped psychothera- 
peutically. Research has shown that the psy choses of the aged may be caused 
as much, if not more, by emotional factors as by organic, ones (6). 


In the present article an attempt w ill be made to outline ways which may 
make it possible to understand the condition of old people from a dynamic 
and genetic point of view in terms of the ea th, development and decline 


of the body and also of the personality of the whole human being. It is 
hoped that in this way a basis for a helpful psychotherapy, as well as a possible 
future diminishing of some of the miseries of old age, can be established. 

In the life span of the human being there are two age periods in particular 
during which he has need of all his available resources in order that he may 
adapt himself in a positive way to the new situations brought about by major 
biological processes. These are puberty and climacterium. 

During the latency period, the ego of the child, _—s liberated, because 
of repression of his instinctual and conflicting oedipal drives and anxieties, 
succeeds in developing feelings of tenderness towards his parents. Introjection 
of and identification with the important parental figures helps the child to dispose 
of much of his pre-genital, oedipal and castration anxieties. Instinctual energy 
which has been deflected from its sexual and aggressive aims is now put at the 
disposal of the child’s ego, for what, at this age period, are more important 
goals, namely his intellectual and socio-moral development. The violent impulse 
of his organism, in full steam ahead towards biological maturity, develops its 
perceptual organs, central nervous system and skeleto-muscular apparatus, 
(which become progressively more accurate, exact and co-ordinated), as power- 
ful tools for the ego to use. 

The time categories of the ego, at this stage, are mostly those of present 
and future; the present being experienced as merely a forerunner, an anticipation, 
a springboard, as it were, into the future. The ‘child wants, also, to grow to 
be big like his parents. And the biological growth of his own body is certainly 
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one element, if not the most important, driving the child’s ego to grow, expand 
and mature. 

Determined by this biological factor of the growth of the body and the 
wish to be “big”, the ego a to identify itself with grownups, first with the 
parent of the same sex—later with adults outside the family circle such as 
teachers, movie stars or heroes of sport. 

But, as the body continues its inevitable growth and the endocrine system 
reaches maturation at puberty, the youngster feels in a state of complete up- 
heaval both biologically and psychologically. Specific genital urges are felt 
with extraordinary violence. Both physiologically and anatomically the body 
changes develop new, almost unexpected features, which are felt by the ego 
more as a threat than as the happy .ulfillment of a desirable goal ‘and inner 
fantasies and longings. The need for a heterosexual libidinal relationship comes 
to the fore and long-repressed incestual longings threaten the ego with their 
return. 

The young person’s super-ego now comes to act as a strong barrier against 
the return of the Tepressed incestual fantasies, imposing on the legitimate bodily 
urges a delay, a “moratorium” as Erikson calls it. To strengthen these barriers 
other external social factors are of great significance; they differ from one 
culture to another, both in quality and intensity. 

The main point to be emphasized here is that, in spite of the obstacles 
and pitfalls which the ego must face at this time, puberty and adolescence are 
essentially stages of progress and development, however painful and difficult 
they may be. The strength of the instinctual energies felt as the result of the 
biological maturation, on the one hand, and environmental, sociological factors 
on the other, will both operate to foster the further growth and “strength of 
the young personality. The future is completely open to him. Fascinating 
and full of promise, time is felt intensely in terms of the future and a definite 
break has to be made with the past. 

However difficult or painful it may be psychosexually, this break is expressed 
by the tendency to give up or, rather, to sy nthesize, the pre-genital component 
instincts, and to establish genitality in a heterosexual adult way. Certainly 
society imposes restrictions and standards of behaviour which make strong de- 
mands upon his ego. But beyond all this the adolescent perceives an alluring 
and challenging w vorld w aiting for him, as it were, in which he feels intensely 
that he must play an important role. 

At the climacterium the situation is completely different because the process 
is not like at puberty, developmental or progressive, but, on the contrary, in- 
volutional in nature. The ego again, as at puberty, feels threatened. But while 
at puberty the young person feels the anxiety of the intensity of his instinctual 
drives, the climacteric person feels threatened by their decline and eventual loss. 
Psychosocially the adolescent feels a strong urge to find a place in society in 
which he may have a part; the climacteric adult, on the other hand, is afraid 
he may have to give up what he has achieved, as a mature person, over a long 
period of years. 

There are significant differences between the climacterium of women and 
men; these are determined by the difference in the biological process. Men grad- 
ually lose their sexual capacity over a long period of time and their reproductive 
function is maintained much longer. Women, however, know that the dramatic 
event of the cessation of menstruation means that their generative functions 
have definitively come to an end. As Helen Deutsch has said, women feel 
that they now must give up everything they received at puberty. Because 


October, 1957 PERSONALITY CHANGES IN AGED 179 


genitality and reproduction are completely fused, women also feel that the 
loss of the latter means, perforce, renunciation of any possible orgastic grati- 
fication. This implies a double narcissistic mortification with the subsequent 
loss of self-esteem. In a woman already pre-disposed to emotional unbalance 
this may lead to severe emotional disturbances. But if the woman has been 
able to accomplish her reproductive functions and is fairly well emotionally 
balanced, she may now feel free of her anxieties regarding generation and able 
to find new aims for psvchic energy. This is generally manifested by a greater 
social awareness and a greater desire to learn and create. She feels that many 
vears of constructive life are still ahead. Therese Benedict has pointed out that 
the anxieties which every woman feels during her pre-menstrual days every 
month have prepared her for a better adaptation to the post- -climacteric and 
with less narcissistic damage. Men, however, are less prepared than women for 
the climacteric phase and aging. Involution sets in insidiously and slowly. 
They show, like women, the signs and symptoms indicative of the tv pical meta- 
bolic deficiencies and the neuro- “vegetative unbalance of the climacterium. They 
are, however, much more afraid of aging and try violently to deny it. The 
first signs of diminishing sexual potency or a lessening of their efficiency and 
their capacity for sustained effort or strain can cause serious narcissistic injuries. 
They may be forced to expend a considerable amount of psychic energy trying 
to compensate for these fears by proving to themselves, mostly through denial, 
that they are still able to compete successfully. In certain cultures, particularly 
in our own, this situation becomes more dramatic because of the penalty 
attached to the aging, which makes living, even in their late forties, for men, 
difficult from a competitive point of view. 

There is an element of emotional regression, however, which in men and 
women alike fosters a last intensification of genitality. As in adolescence rr 
pre- and climacteric adult experiences a return of the repressed infantile, in- 
cestuous, oedipal fantasies, which expresses itself, this time, in a strong attraction 
toward youngsters. 

“In the climacteric,’ H. Deutsch writes, “the never mastered original 
relationships to the parents are now revived with reference to the grownup 
children. The asexual, tender love that once was directed toward the parents 
is now directed towards the children and the pure tenderness for them contains, 
as the love for the parents did in childhood, unconscious sexual admixtures . . . 
The sexual component that once related to the father is also transferred to 
the son.” 


What is true of the pre- and climacteric woman is equally true of the male 
at the same stage. There is the same return of previous oedipal fantasies, his 
daughter being for the father the object to which he transfers the sexual 
tenderness he felt toward his mother. This is the critical age when his long- 
repressed sexual component comes more to the fore. 


But parents at this age can also adjust themselves constructively to this 
last revival of the old incestuous frustrations and longings. Enjoying “by 
proxy” their children’s progress and success in society w hich they, the parents, 
have helped them to achieve, can be a great source of happiness at this age. 


There is no doubt that the emancipation of the children is felt by the 
parents as a frustration, and is experienced as a great emotional vacuum and a 
loss, with consequent damage to self-esteem. The adjusted parent, however, 
overcomes this situation through the same mechanisms used whenever the ego 
experience the loss of the love object (repression, denial, negation), provided 
that he has, in the course of his life, learned to master previous frustrations of 
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a similar nature by restricting his reaction patterns to the single frustrated 
libidinous desire and its object. As Federn has pointed out, he will have by 
now a “well- Hprepered heart” with the result that the ego will not need to 
protect itself from the pain by means of a more or less dramatic regression. 
Unfortunately this is not always the case and many depressive states of this 
age are the result of a failure of the ego to tolerate ‘this situation. This is the 
case when the love of the parent towards his child is too narcissistic to tolerate 
and accept the growth onl dovdepeanik of his child’s own identity. 


This flare-up of genitality retreats once more to the background and pre- 
genital impulses come again to the forefront in what could be called the post- 
climacteric stage. W hether this return of pre-genital impulses and fantasies is 
going to be used in a constructive and adjusted manner or is going to be the 
source of new, neurotic misery, will depend upon both individual, internal 
(instinctual) and external (social) factors, the first being of course the most 
important and decisive ones. These internal factors are both biological and 
psychological. 

From a biological standpoint the climacterium involves not only a decline 
or loss of the specific functions of the gonads. A whole series of systemic 
changes occur which are very well known by clinicians, at least as far as ‘women 
are concerned. It has not yet been accepted, however, that men show the 
same type of change, in spite ‘of much evidence which has been brought forward 
including some by the writer (5). The organism as a whole “(though in 

varying “degree according to the individual) shows a series of symptoms i 
signs, some ~of which can be included in what recently has been described a 
the syndrome of “metabolic insufficiency”. All systems and organs of ie 
body are liable to show signs of fatigue and/or ‘excitability. Some authors 
believe that most of these manifestations are the expression of a readjustment 
of the organism to the unbalance set up mainly in the pituitary-gonadal system. 


Close clinical observation shows, however, that the intensity as well as 
the duration of such manifestations depend to a large extent on the degree of 
emotional maturity which the individual has been able to reach all along the 
years preceding the climacteric stage. 

The readjustment to the new endocrine-vegetative balance does not arrest 
the decline of the organism set in motion by the climacterium. The organism 
as a whole and particularly the organs of perception (eyesight and hearing 
especially), the central nervous system, the locomotor and cardio-vascular 
apparatus, begins to show signs of fatigue, expressed in a diminution of sensitivity 
and response to external and internal stimulation. Perception of and communi- 

cation with the external world becomes more or less impaired or difficult. Reflex 

responses as well as voluntary muscular activity are much slower and/or inade- 
quate. All these organic limitations have a strong impact upon the ego, for 
which, functioning in terms of communication, contact, relating and action can 
no longer be taken for granted as it was during the period “of physiological 
maturity 


In order to keep in adequate contact with the world of objects the ego 
has to make an effort which means an over-expenditure of energy precisely at 
the time in which it begins to feel energy lacking. Consequently the ego feels 
easily fatigued, which expresses itself in terms of a diminished ‘interest in the 
object world and narcissistic introspection and retrospection. 


Aging, however, is a phy siological, normal process, to which again the 
individual can adapt himself constructively, provided, naturally, that the smooth- 
ness of the process is not interfered with either by too many or too suddenly 
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advancing physical ailments or too much emotional upheaval provoking or 
augmenting anxiety and/or insecurity. 


It is a well-known fact that one is not aware of aging. Awareness of the 
physical signs of decline is not enough to make one’s self feel old. Moreover 
there is no correlation between phy ‘siological, mental, and chronological age. 
A strong ego finds ways to adapt ‘itself, to a large extent, to the stresses of 
aging, in spite of the physical limitations imposed on it by decline of the 
organism. 

There are many examples of people who can work intensively and creatively, 
with as much or more phy sical and mental vigour as others much younger, 
and there are even some, astonishingly enough, w vho have kept w orking progres- 
sively, showing as much or more "originality at the seventh or eighth decade 
as they did before. But the majority by the seventh decade or even earlier 
show obvious symptoms of mental decay and psychotic senility. 


It has been shown recently, on the basis of a careful investigation, both 
clinical and anatomicopathological, that emotional even more than anatomical fac- 
tors may account for the psychoses of old age. Correlation of clinical and neuro- 
pathological changes have shown that psy chosis does not always depend on the 
degree of brain atrophy and that patients with similar brain lesions may present 
different clinical pictures.(*) And, conversely, the study of brain changes in 
outstanding men, who kept their mental capacity until well on in years, shows 
that these “changes were not much different from those found in the brains of 
average, normal old people or even in certain psychotic patients. 


These clinical-anatomical studies confirm, in a way, the results obtained 
with the use of psychological techniques (4). Particularly interesting are the 
results of L. B. Ames et al (1) who used the Rorschach test on a group of 200 
subjects between the ages of 70 and 100 (men and women), selected from 
among old people who did not show obvious signs of deterioration. The 
subjects were divided into three groups, the 70-year-old, 80-year-old and 
90-year-old. “We expected,” the authors write, “to find marked differences 
between these three groups. But, on the analysis of our data, consistent dif- 
ferences between these three groups were not forthcoming. Some subjects in 
each bracket responded virtually as would the normal adult. And some of the 
subjects in the very oldest age bracket responded more adequately than those 
in the younger.”+ 


These authors also showed that with a decreasing in socio-economic status, 
“there is a decreasing of responsiveness, productivity, intellectual power and 
emotional enlivement of behaviour . . . and of increasing restrictions in all 
areas of personality.” They also show significant differences between the 
institutional and the non-institutional groups. “The non-institutionalized group 
is represented, on the average, as being more intact, showing greater productivity, 
perceptual clarity, creativity and modulation of emotion, less restriction on 
self-concern.” Whether the deterioration of the institutionalized group is the 
result or the cause of institutionalization”, they added, “is difficult to say. 
Probably both factors operate to determine the resulting differences between 
the groups”. 


These studies show objectively how the process of aging per se is not 
enough to account for a mental decline. It is clear enough that we do not vet 
know why it happens that some people grow old and still keep the spark and 
vigour of the young, and others become “senile” at a relatively younger age. 


loc. cit. 
(+) our italics. 
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We know at least that the onset of the mental decline changes considerably 
from one individual to another, and that neither chronological age nor the 
bodily somatic changes can be the only etiological criteria. Other factors as 
life- long unconscious conflicts, compulsions and frustrations, started in the 
early years of the ego development, on the one hand, and external, cultural and 
environmental influences on the other, are equally important in determining the 
degree of mental health of the older person. “In some people the process of 
what might be called psy chosclerosis may start early in life. Others are able 
to dev elop new capacities in very old age.’ Merloo (3) has emphasized the 
fact that at advanced age psy chological changes take place which may be useful 
to the person. This age can be the time of ripe experience and inner wisdom 
if the mind remains alert. It may be a time of mental stability and consistency, 
correcting the innate ambivalence and vacillation of man. With his libidinal 
ties with outer objects becoming less powerful and demanding, the older person 
may find himself in a better position to face frustrations, mainly those involving 
threat or real loss of objects, with less pain; he is better prepared to cope with 


painful reality with greater judgment, less anger and disappointment than the 
younger person. 


Psychoanalysis has shown the important role played by the neuroticism 
of the parents in early life, and the constraining attitude of society in the halting 
or promoting in the child of the liveliness, alterness and spontaneity necessary 
to grow and develop a free and creative mind. Upon the degree of spontaneity 
and freedom of mind that the old person may have achieved throughout his life, 
will depend to a large extent the degree of adjustment and creativeness he will 
be able to preserve during his last decades. However, here again, as in childhood, 


the attitude which society adopts towards the aged will be of paramount 
importance. 


Comparing the vicissitudes of aging in the old and the new worlds, 
Grotjahn (2) shows that the aged have an easier time in the new old world, 
they are treated with veneration. In the new world, however, emphasis is on 
youth and newly-created values, mainly financial. The aged, he says, may 
become entrapped in the effort to compete with youth. In “fact we know that 
among older people in our population are very many who are physically and 
mentally well- preserved but who, nevertheless, are doomed to the unemploy- 
ment and forced inactivity which fosters regression and dependency. The old 
man in the new world feels much more strongly than in the old world, that 
it is the young man to whom the future belongs, and the old man, too, must 
remain young “and compete even if it kills him. 


But the regression already initiated at the climacteric and which expresses 
itself mainly in the return of the repressed incestual fantasies and castration 
anxieties, continues more or less intensively along the years. Sibling rivalry is 
revived in terms of feelings of envy or jealousy between husband and wife. 
Long- repressed oral and anal mechanisms return. particularly when they were 
not sufficiently well- sublimated; the sense of decline and near death is felt as 
an unbearable oral deprivation. The super ego also regresses to the earliest 
stages. When ailments due to physical structural changes ( osteo-arthritis, 
arteriosclerosis, etc.), are added, they may be interpreted as punishment and 
used for complaint and/or self-pity if not despair. The physical impotence 
caused by illness, forcing the old person to helplessness, increases regression and 
fantasy without the “danger” of feeling guilty, but on the contrary, justified, 
with the result that more oral cravings and demands come to the ‘fore. The 
situation is aggravated and the feelings of isolation intensified when the sur- 
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rounding younger relatives, sooner or later, resent both the dependency and the 
demands of the old parents. Incidentally, the same environmental response can 
be observed in institutions, among the members of the staff, doctors as well 
as nurses and attendants, when they are not especially trained or understanding. 

The situation of the aged can be, however, considerably ameliorated when 
the old person gains some insight through an adequate psychotherapeutic hand- 
ling, as the experience of therapists has already shown. 

Several psychological attitudes of the aged facilitate this psychotherapy; a 
greater readiness to face unpleasant truths, less tendency to consider reality 
demands as threats, and a leaning toward introspection. As Grotjahn has pointed 
out, the task of integrating one’s life as it has been lived, and the final acceptance 
of one’s own death, are problems that must be solved in old age. Psychiatry 
should try to help the aged to deal with the acceptance of life as it has been 
lived, and the acceptance of individual death. “If man can be called ‘mature’ ” 
he says, “when he has learned how to deal with problems of living, he may be 
called ‘wise’ when he has found the way to deal with death”. 
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Résumé 


Les statistiques des léres admissions des personnes agées dans les hopitaux 
mentaux montrent une augmentation beaucoup plus importante que laugmenta- 
tion de ce méme groupe dans la société. Cette situation apporte sur le plan 
pratique beaucoup de problemes non seulement au psychiatre d*hopital mental, 
mais aussi au psychiatre sociologue et au praticien privé. Les recherches cliniques 
et anotomo-pathologiques soignées indiquent que la psychose chez les vieillards 
ne peut pas ctre expliquée exclusivement par des modifications lésionnelles du 
cerveau, mais que les facteurs émotionnels et d’environnement aussi jouent un 
role important dans un bon nombre de troubles du comportement. Une approche 
dynamique du probléme a déja produit des résultats encourageants. Une per- 
sonne agée peut répondre favorablement a la psychotérapie pourvu que lon 
suive les principes d'une saine dynamique. Le climatére comme la puberté est 
une période durant laquelle le “moi” doit utiliser toutes ses ressources afin de 
réussir une adaptation adéquate 4 la nouvelle situation. Durant la puberté 
l'adolescent constate l’intensité de ses tendances instinctuelles, alors que durant 
son climatére lindividu doit apprendre a s’adapter aux modifications a la fois 
internes et externes qu'il ressent comme une blessure profonde a ses besoins 
narcissiques. I] lui faut durant cette période s’adapter, alors que précisément 
ses capacités d’adaptation sont diminuées. Son succes dépendra principalement, 
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bien que non exclusivement de la force du “moi” qu il aura réussi a se fabriquer 
durant sa vie. Des facteurs d’environnement et des facteurs culturels, ainsi 
que des circonstances individuelles dont la santé physique, jouent un 
role important dans le succes ou l'insuccés de cette adaptation. Le psychiatre 
qui veut tenter une approche psychothérapeutique doit tenir compte de tous 
ces facteurs. Méme s’ils semblent en apparence subir moins de troubles a la 
période climatérique, les hommes sont moins préparés que les femmes 4 accepter 
la venue de la sénilité. Lorsque la femme a accompli sa tache vis-a-vis la perpé- 
tuation de l’espéce, elle se sent plus capable d’utiliser ses capacités a de nouvelles 
taches sociales, étant délivrée de l'anxiété qui accompagne la fonction de 
reproduction. L’homme au contraire se plaint que la société a des exigences de 
plus en plus pressantes, alors que son “moi” est de moins en moins fort. Par 
ailleurs il se croit beaucoup plus fort que la femme dans la compétition avec les 
plus jeunes, et il se sent obligé de toujours étre égal a lui-méme, méme s'il doit 
en mourir. Aprés un dernier ressaut de la sexualité chez homme et chez la 
femme, s’installe la régression; le comportement du vieillard va étre déterminé 
davantage par des impulsions et des modalités prégénitales. Cependant cette 
situation peut ¢tre améliorée considérablement parce que les personnes agées 
montrent en général une plus grande capacité a accepter les faits déplaisants, 
sont moins enclins 4 considérer comme menagantes les demandes de la réalité. 
De plus ils présentent une tendance a l’introspection. Ces diverses caracté- 
ristiques facilitent considérablement l’approche thérapeutique de sorte que le 
vieillard peut obtenir une meilleure compréhension de ses difficultés, beaucoup 
plus qu’on ne le croit généralement. 


HOSPITAL FOR MENTAL AND NERVOUS DISEASES 
ST. JOHN’S, NEWFOUNDLAND, CANADA 


PSYCHIATRIC POSTS 


Several vacancies exist in the above hospital for physicians with psychiatric 
experience or those who wish to enter a recognized training program affiliated 
with a university and leading to examination in the specialty by the Royal College 
of Physicians and Surgeons of Canada. 

The training posts offer candidates formal training and supervision in mental 
hospital in-patient departments, day care and out-patient clinic and General Hospital 
out-patient clinics, and two years in a university setting. In the hospital program 
there are organized departments of psychology, social service, occupational and 
recreational therapy. 

Posts are pensionable. Annual vacation of twenty-four working days based 
on a five-day week. Transportation to St. John’s paid on the basis of a two-year 
service contract. 

Salary: Training posts: 


Ist year $6000 per annum 
2nd year 6,500 per annum 
3rd year 7,000 per annum 
4th year 7,000 per annum 
Clinical posts $6,000-9,500 per annum depending upon 


qualifications and experience 
Applications in writing and/or requests for further information should be 
forwarded as soon as possible to: 
C. H. POTTLE, M.D., Superintendent, 
Hospital for Mental and Nervous Diseases, 
St. John’s, Newfoundland, Canada 
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PSYCHIATRIC AND PSYCHOLOGICAL OBSERVATIONS 
IN A GERIATRIC CLINIC 


V. A. Krat, M.D. ano B. T. Wicpor, Ph.D. 


The following report is based on the experiences of the Geriatric Clinic 
of the Jewish General Hospital in Montreal during the first 10 months of its 
operation. The clinic was opened in September, 1955 and by July 3\st, 1956, 
47 patients had been seen and studied. This clinic was organized as a multi- 
disciplinary effort to study the problems of the aging patient and provide him 
with the benefit of a combined clinical approach. The patients were examined 
medically, psychiatrically and neurologically. They were seen by a social 
worker who elicited the social history, and those who were able to cooperate 
were tested by a clinical psychologist. Most of the patients returned for regular 
follow-up studies. 

Twenty-nine patients were referred from other hospital clinics because the 
referring doctors felt that the patients’ problems were mainly due to their 
advanced age. Sixteen patients were referred from social agencies because the 
case workers thought that the patient needed help in adjusting to his changed 
status. ‘Iwo patients came on their own initiative. The great number of medical 
referrals per se would indicate that we were dealing with case material heavily 
weighted on the organic side, and therefore quite different from that usually seen 
in old age counselling centers (9). 

There was a predominance of women in our material, the sex ratio being 
approximately 2 to 1; 30 patients were women and 17 men. The age range 
was 61 to 87, with a mean age of 71 years. The age range of the women was 
64 to 80 with a mean age of 70.3, that of the men 61 to 87 with a mean of 71.5. 

Psychological testing was carried out in 42 cases of which 27 were women 
and 15 men. Three women and two men could not be tested because of deficient 
vision, deafness or too severe psychotic disturbances. The techniques applied 
were the Wechsler-Bellevue Intelligence Scale I, the Rorschach Test and the 
Bender-Gestalt Visual Motor Test. 

The Wechsler-Bellevue Scale I was used to assess the level of intellectual 
functioning and possible impairment in various functions. Both the intelligence 
quotient (1.Q.) and efficiency quotient (E.Q.*) were computed. The Rorschach 
test was used to investigate the personality structure and the level of functioning. 
The Bender-Gestalt Visual Motor Test which involves the copying of simple 
Gelstalt patterns was found in our experience to be a relatively simple technique 
useful in assessing the degree of impairment in dealing with perceptual and 
organized material. Unfortunately, the illiterate subjects are handicapped on 
this test. However, even among the illiterate, there were significant individual 
differences. 

The mean 1.Q. of the group tested was found rather low as compared 
with the average population, namely 70.3 with a range of 67-114. The mean 
E.Q. was 64.8 with a range from 41-94. This surprisingly low I.Q. may be due, 
in part at least, to the fact that we were dealing with a rather selected group 
with a lifelong low socio-economic status. A relatively high percentage of 
the female patients had only a limited education and limited social contacts. 
Seven of the 27 women tested psychologically could neither read nor write, 

°Presented at the Fall Session of the Montreal Medico-Chirurgical Society, October 12, 1956. 


1From the Department of Psychiatry, Jewish General Hospital, Department of Psychiatry, McGill 
University, Montreal, Canada. 


2the E.Q. is the mental ability score of an individual on the full scale Wechsler as compared with 
the score of the average individual aged 20-24 who is presumed to be at the peak of his efficiency. 
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and one could not write. But more important, perhaps, to account for the low 
I.Q. was the fact that, we were dealing largely with an organically impaired 
group. Of those tested 59.5°, showed clear signs of organic impairment in the 
psychological tests, although only 19% presented the clinical picture of organic 
brain disease. This interesting finding will be discussed later in this paper. 

On the basis of Table I, four main diagnostic groups of patients could 
be distinguished: 


Taste I 
Diagnosis Women Men Total 
Without psychiatric disorder 4+ 
Senile and arteriosclerotic psychoses 6 3 9 
Other psychiatric disorders : 6 3 9 
Neuroses of Later Maturity 18 7 25 
TOTAL 30 17 47 


The first group comprised 4 cases who did not show any psychiatric 
symptomatology. They could be considered “normal” in the psychiatric sense, 
not only as compared with their own contemporaries but also with many adults 
of younger age groups. All four were men. Their mean age was 81 years, 
with a range ‘of 74 to 87 years. All patients of this group were referred for 
social reasons. On psychological testing, all showed good preservation of 
intellectual functioning and good retention of perceptual organization. On 
the Rorschach test, in contrast to the usual findings in this age group, (1, 3, 5, 7) 
they maintained good form level and gave popular responses and well differ- 
entiated responses as to movement, shading and colour. We cannot state at 
the present time whether the fact that all 4 individuals in this group were men 
is of any significance or merely due to the small sample. 


The second group consisted of 9 patients suffering from senile or arterio- 
sclerotic psychoses. It is noteworthy that arteriosclerotic psychosis was found 
in 3 women and 3 men whereas senile dementia proper was found only in 3 
women. The relatively greater frequency of senile psychosis in women, which 
has been noted by other observers (6) becomes apparent even in our limited 
material. In agreement with general psychiatric experience the mean age of the 
patients suffering from senile psychoses was found to be higher than that of those 
with arteriosclerotic psychosis (73.1 and 67.3 years respectiv ely). The psy cho- 
logical records of these patients were characterized by the prev alence of ‘ ‘organic” 
signs with few individual differences. It was, however, difficult to distinguish 
on the basis of the psychological tests alone those who showed senile dementia 
from those with arteriosclerotic psychosis. 

The third group comprised nine patients with various psychiatric disorders 
that may be found in any clinic dealing with psychiatric case material: 1 case 
of general paresis, 1 case of schizophrenia, 5 of manic depressive psychosis, 2 of 
reactive depression. Such patients may not ordinarily present themselves to a 
geriatric clinic. They were referred because they were over 60 years of age 
and suffered from behaviour disorders which did not necessitate hospitalization, 
but proved difficult to handle for other clinics. 

The fact that we find 5 cases of manic-depressive psye chosis in our material 
shows again that manic-depressive reactions may occur in any age group. One 
has come to recognize that a considerable number of depressive reactions in 
old people belong to the manic-depressive group, and can be treated effectively 
by modern psychiatric methods (4). Two of our patients were in the manic 
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phase, 2 were depressed and 1 was just recovering from a depression after 
receiving electric shock treatment. 


Two of our patients had reactive depressions after the deaths of their 
husbands. These patients showed the clinical picture of a depression not dis- 
torted by a somatic hypochondriacal symptomatology, contrary to what Stern 
and al. (10) so frequently found in the grief reactions of old people. 


The Rorschach records of the patients in this third group showed the 
signs usually found with younger patients of the respective diagnostic categories, 
but in some there appeared to be organic impairment as well. This was also 
found in the Bender-Gestalt test. 


Our fourth group was comprised of 25 cases (18 women and 7 men) 
who may be considered as suffering from “Neuroses of Later Maturity”, a 
term suggested by Cameron (2). This group was not only numerically the 
largest but also the most important from the point of view of therapy and 
rehabilitation." The problems of these patients were primarily those of adjust- 
ment to the biological, psychological, and social facts of aging. What seemed 
so hard for these patients was the fact that they were expected to adapt to 
changes in their biological and social condition at a time of life when the 
capacity to adapt weakens. More specifically, the factors involved appeared 
to be the decline of strength and endurance, of sexual potency in men, of 
attractiveness in women, and of certain body functions. Perhaps, more im- 
portant, was the loss of prestige among family and friends, increasing loneliness 
and at the same time increasing dependence on others for their vital needs. 
It was also noted that it was particularly difficult for most of the patients of 
this group to accept the loss of lifelong occupations whether this was enforced 
retirement in the case of the men or giving up housekeeping in the case of the 
women. 


Five cases of this group showed the clinical picture of well-known psycho- 
neurotic reactions as they occur in younger age groups. Two women suffered 
from phobic reactions, one man of an obsessive-compulsive neurosis. Two men 
could be diagnosed as chronic personality disorders whose difficulties became 
manifest again, or more severely after they had reached the age of 65 and 
lost their jobs. The histories of these 5 patients revealed that they had shown 
neurotic types of maladjustment earlier in life when faced with conflictual 
situations. It would appear from the study of these cases that people, who 
have made borderline adjustments throughout their lives, are prone to break 
down again under the combined physical and psychological stress of advancing 
age. 

Among the remaining 20 cases of this group there were 3 men and 17 
women. Most of the latter were widows, living alone or with a married son 
whose wife they did not like, or with a son-in-law who did not like them, 
The histories of these patients did not reveal any particular indication of mal- 
adjustment earlier in life. They were the histories of people of a lower socio- 
economic level to which they as a rule adjusted satisfactorily until advancing 
age had led to their present difficult situation. 


The clinical picture of these patients was usually that of a flat depression, 
associated with a feeling of weakness, sleeplessness, and irritability with hostility 
towards one or more members of their family. A considerable number of 
physical complaints and hypochondriacal fears were usually present. The 
psychological test findings in this group were varied, and did not show a 


consistent picture for all individuals. Signs of organic impairment were, for 


188 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 2, No. 4 


the most part, found in fewer patients than in the other groups. There was a 
tendency for these patients to be of a somewhat higher intellectual level. 

Treatment was different for the four groups. While the first group did 
not need any active psychiatric help, the organic group derived great benefit 
from tranquillizers and other medication. Only two cases of this group had 
to be committed to a mental hospital. The cases of the third group of various 
mental diseases were treated according to accepted psychiatric therapeutic 
methods, two depressions with ECT, manic states with Largactil and reactive 
depressions with sedatives and supportive psychotherapy. 

Treatment of the patients of the fourth group was the most difficult. 
Stern (9), who in an Old Age Counselling Center had the opportunity to 
observe old patients similar to our fourth group, remarks that psychiatric 
treatment has to be environmental, and the approach of the therapist more 
indirect. The usual aim of psychotherapy, namely to correct the patient’s 
faulty adustments, to help him to mature, and use his resources for the future, 
does not apply to old people. In our material, with its low educational level, 
the psy chotherapeutic approach was particularly difficult and had to include 
many phy sical and medical measures in order to gain the confidence of the usually 
suspicious patient. A great deal of the therapy had to be carried out by the 
social worker. 

Conclusion 

The most important finding in our study was the fact that the psychological 
tests revealed signs of organic cerebral impairment in about three times as many 
patients as was “evident on clinical examination. This very fact indicates that 
a great part of our patients were able, even at advanced age, to compensate in 
the daily task of living for the organic deficit which was evident in their psycho- 
logical test performances. Rothschild, and Sharp (8), in comparing the 
anatomical and clinical findings in senile dementia, point out that factors of a 
more personal nature may compensate for the organic, structurally determined 
deficit in brain function, and be of decisive importance in the etiology of senile 
psychoses. Our clinical and psychological study of an unselected group of 
aged individuals confirmed the finding that ‘ ‘personal factors” may be operative. 
The nature of these factors is as yet undetermined; they may be physiological 
as well as psy chological, constitutional as well as dev elopmental. Moreover, it 
is this capacity to compensate for organic deficit upon which our endeavours in 
therapy and rehabilitation must be ‘based: on the biological side, to preserve 
whatever is left of this capacity, and on the social side, to help the patient to 
maintain or even to regain as much of his prestige and social status as possible. 

Further studies are being carried out in an effort to achieve a better 
understanding of the variables that may contribute to this personal capacity 
to compensate for declining functions in the ageing process. 


Summary 

1. A report is given on 47 patients seen during the first 10 months of 
operation of a multidisciplinary geriatric clinic. 

2. Psychological tests were performed on 42 of these patients. They 
revealed a low average I.Q. and E.Q. of the group as a whole probably due, in 
part, to the life long low socio-economic status of the patients, and more so 
to the fact that about two-thirds of those tested showed ‘ ‘organic signs” on 
psychological tests. 

3. In spite of this, only 19% of the group showed clinical signs of organic 
brain disease. This is taken as an indication of a remarkable capacity to com- 


. 
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pensate for organic deficits even at advanced age. It is suggested that “personal 
factors” may be responsible for this capacity. 


4. Therapeutic measures to be taken with the different diagnostic groups 
are suggested. 
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Résumé 


1. 47 cas de malades, vus pendant les 10 premiers mois de l’ouverture d'une 
clinique gériatrique multidisiplinaire sont rapportés. 

2. 42 de ces malades one été soumis a des tests psychologiques. Ces 
derniers nous ont révélé un 1.Q. et un E.Q. moyen inférieur. Ceci est 
probablement du en partie a l'état socio-économique inférieur de ces malades, 
et surtout au fait que les deux tiers des ces personnes démontraient des “signes 
organiques” aux tests psychologiques. 

3. Malgré ceci seulement 19°, du groupe présentai cliniquement des signes 
d’atteinte cérébrale organique. Ceci est considéré comme un indice d'une 
capacité remarquable de compenser le déficit organique méme a un age avancé. 
On croit, que cette capacite est en grande partie dépendante des “facteurs 
personnels”. 


4. Des mesures thérapeutiques a suivre avec les différents groupes, sont 
indiquées. 


There is an opening for a psychiatrist in training 
and a certified psychiatrist at the 


Institute of Psychotherapy 


of 


Kingston, Ontario, Canada 


This practice encompasses all aspects of psychiatry and has a 14 bed 


private hospital as one of its facilities. 


a 
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ASSESSING THE USE OF GROUP METHODS IN 
REHABILITATING THE PSYCHIATRIC PATIENT* 


T. J. Mattison, Ph.D. anp W. T. Lawson, M.S.W.* 


The problem of measuring “progress” in psychotherapy or evaluating 
“movement” in casework and social work is one which, to our know ledge, has 
not been solved. The current literature on the subject is replete with accounts 
of the difficulties facing those who wish to evaluate a procedure — (the use of 
inter-personal relationships to influence behaviour) — which is in itself not too 
clearly defined, and whose goals are contentious. 

The following brief account of an experimental project in the use of group 
methods, conducted over a two-year period at the Toronto Psychiatric Hospital, 
should therefore be of some theoretical interest, because among other things 
it attempted to measure movement of the patients involved towards the goal 
of an effective “rehabilitation”. 

The initial problem giving rise to this research was the difficulty experienced 
by psychiatric patients in making the transition from hospital to community. 
This difficulty is attested to both by the subjective accounts of former patients 
and by the incidence of readmissions. The focus of the study, (the use of 

group methods in effecting rehabilitation), stemmed from increasing experience 
in the use of groups w ithin the general framework of psychiatric care and 
treatment; this experience has indicated that group methods have unique, as 
well as adjunctive, values in virtue of characteristics peculiar to group phenomena. 

“Rehabilitation”, a distressingly vague word, is defined here operationally 
to include everything that is being done in the Hospital setting to effect the 
re-entrance of the mental patient into the community. It is assumed that the 
major problems of rehabilitation are those with respect to inter-personal relation- 
ships and communication. Viewing the specific situation of the mental hospital 
patient, we assume we are dealing with an individual who is going through the 
experience of — that his living pattern, or framework of inter-personal 
communication, has proven inadequate. As Ruesch (2) points out, all forms 
of mental illness are marked by failure in communication, whether with one’s 
fellow men or with oneself. 

Treatment usually consists of helping the patient to explore and recognize 
these difficulties, then to reformulate new patterns of relationship and com- 
munication which will in time replace the old. Methods of physical treatment 
(e.g. E.C.T., drug therapy, lobotomies and so forth) are utilized largely to assist 
the patient in achieving more effective relationships with himself and with 
others. ‘Treatment is an interactive process in which therapist and patient strive 
for mutual understanding — i.e. communication. When the point is reached 
where the patient is motivated to reformulate his perceptions of himself and 
the world, he must have access to ideas, attitudes and modes of behaviour 
alternative to the ones he now possesses. This can only be gained in the 
context of interaction and communication with others. 


From this point of view, it follows that our modes of communication and 
inter-personal relationships are both derived from and have their substantiation 
in the nexus of group membership. The process of communication and inter- 
action are conditioned by factors in the group situation, factors which can be 
manipulated by group members through changes in their own behaviour. 

7 *This project was assisted by funds from the Province of Ontario under the Mental Health Grants 


Program of the Department of National Health and Welfare, Ottawa. 
1Dept. of Psychiatry, Univ. of Toronto. 
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In planning the sort of group activities which seemed most likely to influence 
patients in a “healthy” direction, it was decided that these activities need not be 
directly linked to specific rehabilitation problems. The principle was adopted 
that behaviour can be changed most effectively in a group situation characterized 
by a permissive, supportive, non-punitive climate, and a structure with limits 
reasonable to all participants. Emphasis was placed on group process, rather 
than content, although it was recognized that the content must be meaningful 
to the patient. It was recognized that the climate of the group situation and 
the limits of the structure would be initially those of the “significant” group 
members — in this case the research workers, who were identified with the staff 
of the Hospital and who served as group leaders. 

Drawing on these generalizations, it was decided that during the experimental 
project patients at the Hospital were to be offered, on a voluntary basis, a 
number of social activities in an egalitarian relationship structure. Group 
leaders would try to create a warm, supportive, value-judgment-free atmosphere 
in which patients could carry on activities and investigations in areas which they 
regarded as important to them. These activities were to be carried on within 
regular hospital settings, on routine (time-regular) occasions. As contrasted 
to group psychotherapy, these activities would be concerned with the more 
“healthy” aspects of the personality of the group member (3). Their aim, in 
broad terms, would be to help individual personality development, primarily 
through the correction of inadequate social performance by the development 
of relationship skills in the group situation. 


Activities 
Space permits only a brief summary of the activities actually carried on 
during the project. These were as follows: 


1. Discussion groups, held twice weekly on each ward of the Hospital, 
and open to all patients who w ished to attend. The content of these 
groups ranged from general material on social psychology, anthropology, 
intelligence testing and social problems to personal discussions of problems 
regarding adjustment to the fact of hospitalization, and to the prospect 
of leaving the hospital. In form they ranged from completely non- 
directive discussions to sessions in which there were prepared presenta- 
tions by the group leader. Various hospital staff members were brought 
in to talk and lead the discussions on the services which they represented. 
Psychodrama was used sparingly, with some success. Ward rules and 
routines were reviewed critically, and improvements brought about 
through the patients’ suggestions. 

2. A weekly recreational program, which started as a special activity for 
teen-age patients, but which broadened out to include all patients judged 
well enough to attend. These programs included active games, folk, 
square and social dancing, films, concerts, presentation of a play by a 
group of female patients, and the production of a two hour variety 
show. Emphasis was placed on the patients assuming as much respon- 
sibility as seemed possible for carrying through all these activities. 

3. The patients’ planning committee. At the beginning a small group of 
younger patients helping to run dances, this developed into a broader 
group representing the entire hospital population and taking responsibility 
for planning and carrying through a variety of recreational activities. 

4. A special group of boys. This was an out-of-hospital program for the 
younger boys among the patients. 
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5. Relatives’ discussion groups. Two ten-week series of weekly discussion 
groups were held with relatives of patients, at which information was 
given about hospital services, and discussion held on general topics related 
to mental illness and treatment. 


6. Athletic activities. Swimming at a nearby YMCA and gym classes in 

the hospital grounds were introduced as part of the project activities. 

Thanks to the co-operation of the Hospital staff, the introduction and 

successful operation of these group activities was a relatively easy matter. More 

difficult was the problem of assessing what effects, if any, ‘they “had on patients’ 
behaviour. 

Subjective reactions of patients and staff were highly favourable, yet it 
was recognized that the success of the project would rest on our ability to 
move away from the area of subjective value judgments, and to provide some 
sort of objective measurement of change. 


Evaluation 

This problem was complicated by the small size of the patient population, 
which made the establishment of experimental and control groups very difficult 
since it was not feasible to withhold activities from any segment. Another 
complicating factor was the multiplicity of other forms of ‘treatment and service 
being offered. 

The short average duration of stay for each patient meant concentrating all 
activities within one six-month period, while other time factors restricted 
measurement of post-discharge changes to a six-month period following the 
group experience. After a number of unsuccessful experiments with con- 
ventional psychological tests, (e.g. adjustment inventories, Q- sorts etc.), we 
came to the conclusion that what was lacking was not a specific instrument of 
measurement — there are many of these — but some set of parsimonious variables 
to which instruments could be related. This problem is endemic to the whole 
field of psychotherapeutic evaluation, and is reflected in the “grab-bag” collection 
of data so often found in the area. 

Reluctantly abandoning the “shot-gun” approach by which results from a 
number of psychological tests are used to “prove” the effectiveness of the 
program, we decided to confine ourselves to the isolation and study of a few 
‘variables” in patient behaviour which were felt to be pertinent, and where 
possible, to demonstrate relevant concomitant changes in these variables. 

Since our major hypothesis was that group activities would assist the 
patient in dealing with problems of inter-personal relationships and communi- 
cation, it was logical to seek our variables in these areas. 

Profiting from the work of Ruesch (2), Bion (1) and Thelen (4) in this 
field, we took as our point of departure the various “social need-systems” of 
the individual. One is struck by the fact that satisfactions of social needs involve 
the agency of other persons, and communication with those others. Moreover, 
differing social needs may demand essentially conflicting or incompatible patterns 
of behaviour. The method by which the ‘individual resolves these conflicts, or 
that behaviour which he most characteristically employs within the need-area, 
we termed the specific “modality” of that individual. “These social need areas 
can be classified under three general headings: 

1. Approval by others. In various circumstances we must all depend on 
direction and approval from others; while in other circumstances we 
find it necessary to direct others, and to insist on our own autonomy. 
We may assume that each individual is predominantly oriented in one 


‘ 
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or the other direction (towards dependency or autonomy). This pre- 
dominating orientation is his “modality” with respect to that need-area, 
or the pattern which he will tend to follow in conflict situations. 


2. Affiliation with others. Similarly there are occasions when we must 
affiliate with others on an intimate, personal level in order to satisfy 
certain social needs, and other occasions when there is a greater need to 
avoid such personal relationships and to interact only minimally, or on 
an impersonal level. Again we may assume that the individual will be 
oriented more strongly towards one or the other patterns of behaviour. 
In conflict situations his modality will be to ‘affiliate’ or ‘isolate’ himself. 

3. Aggression towards others. There are situations requiring drastic changes 
or immediate criticism, while other situations demand a withdrawal or 
‘securing’ action. This dialectic is probably associated with all growth 
or learning. While the security of limits are necessary for consolidation 
of learning, it is only by the freedom to go bey ond past performances 
that the individual can contribute to inter- personal relationships. Again 
we can speak of two predominating modalities — to attack or to flee the 
conflict situation. 


These, then, became the major areas we proposed to study, by examining 
the particular modalities which characterized patients in our experiment, and 
the changes which took place in these modalities over the experimental period. 

Our next problem was the specification of hypotheses about the expected 
nature of changes resulting from the application of group methods, and the 
construction of appropriate instruments of measurement to test these hypotheses. 
The particular hypotheses will be discussed later in the section under ‘Results’. 
The following measures were utilized. 


(A) Data from “rating scales” on all patients, to be filled in regularly, and 
over a long period of time, by doctors, nurses and social workers. These 
scales provided data with respect to inter-personal relationships, ward 
behaviour, aspects of communication, and estimated “degree of illness” 
as an independent variable. For each of the three need areas we con- 
structed a number of items scaled from one extreme position (e.g. 
complete dependency on the approval of others) to the other extreme 
(complete demands for autonomy). Care was taken to insure that 
each item on the scale related to the particular need area. The validity 
and reliability of these ratings were confirmed statistically following 
the collection of initial data. 

(B) Discharge dates of “improved” and “unimproved” patients over a four 
year period. 

(C) Nurses’ ward books for a three year period, giv ing data on the incidence 
of aggressive behaviour tow ards staff, fellow patients and self, and on 
the use of restraining procedures. 

(D) Interviews with discharged patients utilizing further rating scales. 

A number of other measures originally considered had to be abandoned 
because of technical difficulties. These included the quantity of drugs bein 
used on the ward, the destruction of furnishings and equipment, a problems bree 
list, Q-sorts, and questionnaires completed by patients’ relatives. 


Results 


The results of this experiment will be presented in terms of the relevant 
hypotheses (twelve in all). 
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The first three hypotheses dealt with the extent and nature of the involve- 
ment in the group activities provided. In order, these are: 
1) That the patients would become readily, willingly and deeply involved 
as a group in the activities offered, 
2) that the patients would discuss predominantly social or common problems 
in their discussion sessions, rather than merely idiosyncratic aspects of 
experience; 


3) that patients would select and engage in those activities involving inter- 
action, communication, and co-operation, rather than in those activities 
involving solitary, isolated, or antagonistic action. 

These hypotheses were obviously related to our conviction that, given a 
free and voluntary choice, the patients would make “constructive” use of the 
opportunities. From all observations by ourselves, other staff members, and in 
interviews with patients following discharge, these hypotheses were readily 
confirmed. 


For example in the discussion groups, where attendance was open to all but 
purely voluntary, there were usually tw enty-five to thirty patients present (out 
of a possible thirty -five): Absentees included those too ill to attend (e.g. bed- 
ridden), those receiving specific treatments or tests (e.g. E.E.G.), and those 
simply unwilling to attend. The majority of those attending participated actively 
in the sessions (either by direct contribution or by noting tacit approv al or 
disapproval of particular ‘contributions). In one case only was it felt advisable 
to exclude a member because of the hostile and disruptive nature of her behaviour. 
This exclusion was discussed by the group following the action taken. 

Several patients remarked that they found they were able to express them- 
selves more effectively as they came to know one another better in the group; 
it was the practice to encourage this by discouraging individual discussions 
outside the group, and by suggesting they introduce material into the group 
itself. 

Our hypotheses were confirmed similarly in the development of other group 
activities. Recreational activities held during the project were well attended 
and obviously much enjoyed. The patients’ planning committee changed from 
a collection of apathetic and suspicious individuals into an enthusiastic working 
body. From week to week this group was able to assume more responsibility 
for planning, organizing and carrying through a wide variety of recreational 
activities. At its own suggestion the committee was broadened from a group 
representing only teen- ~age patients to one representing and serving the entire 
patient body. In the opinion of the researchers, activities planned and conducted 
by the patients themselves compared favourably with those organized and 
conducted by staff members, both as pleasurable occasions and as valuable 
socializing experiences. 

The next group of five hypotheses related to expected behavioural changes 
on the part of the experimental group (i.e. those exposed to the group program) 
as contrasted with a control group not similarly exposed. These hypotheses were 
that: the experimental group would show ‘differential changes in: a) Their 
selection of activities on the ward; b) Their relationships with other patients; 
c) Their relationships with staff members; d) Their attitudes, as manifested by 
ward behaviour, towards the institutions, the staff, other patients, and themselves; 
e) The group cohesiveness amongst members of the experimental group. 

In these comparisons, two major statistical techniques were utilized. The 
first was the use of the Chi-Square technique — a simple but powerful method of 
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comparing classes of data (e.g. “improved” versus “unimprove ed”). The second 
major technique was the use of non parametric tests for rating scale data.* 


The first three of these hypotheses were tested by means of ratings. Since 
the results of these ratings were treated in a similar manner, we shall first discuss 
the method of analysis used, leaving discussion of the contents to consideration 
of the specific hypothesis. 

The method of treating the data derived from these ratings was to make 
two independent analyses of the ratings, then to compare these analyses with 
one another. The analyses were as follows: 


(a) Comparisons of two groups, those discharged home, and those transferred 
(for further treatment), on changes occurring in each of the items rated. 

(b) Comparison of five sub-groups, (divided in terms of members’ differential 
exposure to, and involvement in, group activities,) on changes occurring on 
each item rated. 


The results of comparisons (a) were used in evaluating the findings from 
comparison (b). In brief what we were doing was to first discover (in (a)) 
patients’ behavioural changes which were concomittants of later discharge or 
transfer, but which had not, in themselves, been directly employed by the 
doctor, social worker or nurse in making such decisions. Followi ing this, patients 
representing differential involvement with group activities were compared for 
changes on those concommittant or crucial variable extracted in (a). 


The hypothesis that experimental group members would show differential 
changes in their selection of activities on the ward, was tested by means of 
rating sheets completed by nurses weekly. The results of this analysis indicated 
there were significant decreases in “isolated” and increases in “informal social 
activities” (i.e. activities apart from groups under the project) during the 
experimental period. Patients most involved in group activities demonstrated 
greater ‘positive’ changes on those variables associated (statistically) by nurses 
with later “discharge”, as contrasted with later “transfer”. 


The next two hypotheses (i.e. changes in relationships with other patients, 
and with staff members) were tested by means of rating sheets completed by 
doctors and social workers bi- monthly. These rating sheets were directed 
towards the measurement of those “modalities” earlier introduced. An important 
index which we included for purposes of comparison was an item dealing with 
“degree of illness”, which we hoped would function as initial confirmation of 
our general hy pothesis. Encouragingly enough there was a significant decrease 

“illness rating” (as measured by changes in ratings by doctors and social 
Ww A both for the “discharge” group on the one hand (as compared with 
the “transfer” group), and, on the other hand, for those most actively involved 
in the group program (as compared with the patients “least involved”). 


The next most striking index for both comparisons was the significant 
increase in “expressions of feeling” as measured by changes in ratings by doctors 
and social workers (P less than .02). Both the “discharge” group, and those 
most actively involved in the group program, showed significant increases in their 
expressions of feelings to staff members, as contrasted with their opposite numbers. 


The next most important index showed that both discharges and active 
group members became “less distant” in their dealing with other patients (P less 


*An advantage of the non parametric tests is that assumptions of “normality of distribution” among 
the samples need not be made — and such a selected population as psychiatric patients is bound to be 
“deviant” in many ways. Again these tests are much more “cautious” in their acceptance of Po coo 
—_ than are the usual tests for such data; this is desirable in view of the nature of the claims 
made. ) 
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than .05). Thus confirmation of both hypotheses in this sub-group was 

demonstrated. 

In evaluating the changes in attitudes, as manifested by ward behaviour, 
towards the institution, the staff, other patients, and themselves, we utilized the 
nurses’ ward books, which contained information relating to the numbers of 
“aggressive acts” directed by patients in these directions. In these comparisons 
the ratios of “improved” to “unimproved” dischargees were compared by 
seasons over a four year period, with Chi-Square comparisons of year-season 
cells. The results indicated a significant decline for all indices of such aggressive 
behaviour (hence inferred changes in attitudes) for the period immediately 
following intensive group activities. (P ranging from less than .05 to less 
than .001). 

The final hypothesis of this set — that group cohesiveness would increase 
differentially in the experimental group — is borne out by material previously 
cited. Both the observations of staff members and the interviews following 
discharge bore out the felt “cohesiveness” present on the ward during and 
following the period of group activity. 

The next set of hypotheses focussed on the promise and success of re- 
habilitation amongst experimental group members. We hypothesized that: “The 
experimental group members would be regarded, at the point of discharge, as 
having differential promise of rehabilitation”. This hypothesis was tested by 
comparing the ratios of “improved” to “unimproved” judgments made at the 
point of discharge for each patient by the ward supervisor. ‘These ratios were 
compared by seasons over a four year period. Those particular \ year seasons 
(winter and spring 1955) which saw the most intensive group activity, also saw 
the most favourable “improvement” ratio, particularly for male patients. 

The overall superiority of this improvement ratio for the particular period 
was statistically significant at the .02 level. 

The next hypothesis, that: 

“the experimental group members would, in the eyes of both themselves 

and other (professional) persons, be more successfully rehabilitated” 

was not susceptible to proof. While our interviews suggested that those 

discharged group members who had been most heavily involved in group activities 

were, in the whole, better “adjusted” in the eyes of themselves and the inter- 
viewers, nevertheless there were not sufficient observations to make proper 
statistical tests. 

Two final hypotheses with respect to “contagion” effects were, 

a) that the experimental program would show differential effects in terms of 
institutional practices; b) that the experimental program would show differ- 
ential effects in terms of the behaviour of staff members not directly related 
to the experiment”. : 

There was general agreement that significant changes in hospital practices, 
and in staff attitudes towards the use of group activities followed on the heels 
of this program. Group activities initiated under the project have been 
incorporated into hospital routines and new ones added. Staff attitude indicate 
a fuller acceptance and more adequate understanding of the purpose and the 
presumed values of such activities. 


“ 
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Résumé 

Pour une période de 6 mois, les patients a l’hopital psychiatrique de Toronto 
furent soumis 4 un nombre d’activité en groupe. Des séances publiques de 
discussion furent organisées dans chaque salle (hommes et femmes) pour une 
période de trois mots respectivement, et d’autres activités furent tenues simul- 
tanément dans les deux salles. Un certain nombre de moyens standardisés et 
d’autres méthodes non-officielles fut employe pour vérifier douze prédictions 
qui furent proposées _— aux effets de ces activités. Huit de ces prédictions 
furent largement justifiées, deux partiellement et deux ne furent pas confirmées. 

Les résultats spécifiques comprennent: 

(1) Proportion de congédiement: 

La période de l’activité de groupe la plus intensive coincide avec une aug- 

mentation considérable de |’amelioration en comparaison avec les cas de 

non-ameélioration au congédiement, les comparisons ayant été faites durant 
une période de quatre ans. 
(2) Attitude aggressive en salle: 

Des comparaisons semblables ont demontré un déclin important dans 

“lattitude aggressive en salle” pour la période qui suivit immeédiatement les 

activités intensives de groupes. 
(3) Contact de personne a personne: 

Durant la période des activités de groupe les patients ont fait preuve d'un 

accroissement marqué dans “lexpression de leurs sentiments” et devinrent 

moins “distant” dans leurs contacts avec d’autres. Les patients qui prirent 

une part trés active dans les activités de groupes, firent preuve de gains im- 

portants dans des domaines qui furent identifiées au cours d’un étude 

indépendente par les docteurs, et des travailleurs sociaux comme cas de 
réhabilitation réussie” ceux gui prirent une part moins active firent preuve 
de moindre gains. 

(4) Activité en salle: 

Il y eut un déclin marqué dans le domaine des “activités isolées”, et des 

gains dans les “activités sociales” non-organisées et non-expérimentales, au 

cours de la période d’expérimentation. Ceux des patients qui prirent le 
plus activitement part démontrérent des changements plus importants dans 
l’attitude en salle, changements identifiés indépendemment par des infirmiéres 
comme cas de “réhabilitation réussie.” 

(5) Autres méthodes: 

Les observations faites par les patients et les membres du personnel ont 

corroboré les résultats déja mentionnés quant a |’état du morale en salle 

et quant aux communications. 

Un résultat indirect du programme de recherche fut un changement im- 
portant dans les pratiques de "hopital et dans l’attitude du personnel en regard 
des activités en groupe. Les activités en groupe qui ont d’abord fait partie 
de ce projet ont été ensuite incorporées dans le programme régulier de |’hopital 
et de nouvelles activités en groupe furent ajoutées. Les modifications dans 
lattitude du personnel indiquent une plus grande acceptation et une com- 
prehension plus adéquate du but et de la valeur présumée de ces activités. 

L’introduction de la recherche sociale dans un milieu institutionel déja 
organisé et en plein fonctionnement comporte un certain nombre d’implications 
qui sont également étudiées. 


a 
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RESEARCH 


The decision to appoint a committee to report upon the present situation 
of gris chiatric research facilities in Canada was among the important actions of 
the 1957 Annual Meeting of the Canadian Psychiatric Association. This recom- 
mendation arises from a long standing, frequently criticized inadequacy of the 
existing facilities in this country for extensive, prolonged investigation, both of 
basic problems i in mental science, and of the etiology and treatment of psychiatric 
disease. 


This committee has been given a broad scope for its inquiry including 
the exploration of resources established in other countries as well as in other 
branches of medicine in this country. The Federal government, through mental 
health grants totalling nearly four million dollars over the past ten years has 
done a great deal to support research at a few centres. What has been noticeably 
lacking (with one or two outstanding exceptions) has been any significant con- 
tribution toward research by the Provincial treasuries which bear the major 
cost of illness. The committee might consider the effectiveness of the Federal 
government matching Provincial grants in this field, or of the Provincial govern- 
ments setting aside, as a research fund, a fixed percentage of the annual cost 
to the Province for psychiatric services. Timing and duration of research grants, 
too, require examination. The uncertainty, long waiting periods and short 
intervals of funding make any programme research a continuing stress, to which 
few research administrators develop any apparent adaptation. 


There is another important consideration, that of the relationship of 
Universities and Hospitals as respecting psychiatric research. In most fields in 
medicine the majority of intensive or extensive clinical research is carried out in 
teaching hospitals or medical schools from grants made to Universities by 
foundations or governments. Most of the planned long term psychiatric research 
in Canada is of this pattern at present. Most of the mental hospitals, however, 
lack intimate University affiliation and lack too, any suitable research facilities. 
In spite of these limitations there is evidence of an heroic urge among some 
members of the staffs of these hospitals to pursue clinical or basic enquiries. 


Among other areas that the committee might explore is the feasibility of 
some central research organization setting up a Therapy Assessment Service 
which would develop standards for carrying out studies of the effectiveness of 
rehabilitation measures, drugs, milieu changes etc. in order that new advances 
be adequately assessed and, if established as significant, be recognized and utilized. 
This would require instruction as to the sampling techniques, diagnostic criteria, 
expectancy rates, experimental and control procedures, to various field units 
across the country. 


We are sure too, that the committee will meet those perennial recurring 
concerns; training, personnel recruitment and career opportunity in research. 


In order that the committee need not present in its reports vague generalities 
or already often proffered placebos, it is suggested that arrangements for an 
executive staff member to serve the committee, should be considered early in 
its deliberations. It is only in this way that the subject can receive the careful 
study that is required within a reasonable and useful interval. 
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ON BIOCHEMISTRY AND MENTAL ILLNESS 
The U.B.C. Conference, June 19-21, 1957 


The University of British Columbia was host to a group of thirty research- 
ers in the field of mental illness in the month of June when a very informal 


exchange of ideas took place, free of the usual limitations of large scientific 


meetings. 

Under the Chairmanship of Dr. William C. Gibson, Kinsmen Professor of 
Neurological Research, the three day deliberations were divided into Endocrine 
Studies, with important papers by Dr. Henry Koch, and Dr. Hudson Hoagland, 
the Director of the Worcester Foundation for Biological Research. A session 
of Phenylketonuria, its basic chemistry and possible long term treatment, was 
opened by Dr. M. D. Armstrong of the University of Utah, Department of 
Metabolic Studies. A visitor from abroad, Dr. L. I. Woolf, one of the pioneers 
in this field at the Hospital for Sick Children in London, England, gave a most 
important summary of his work in this interesting metabolic anomaly. The 
work carried on jointly by the Department of Neurological Research of the 
University of British Columbia and the Woodlands School, the fifteen hundred 
bed hospital of the Provincial Mental Health Services dealing with retarded 
children, was presented together with the color movies which have been made 
of a group treated over the past year by Dr. Lionel Kerwood, Dr. B. Tischler 
and Dr. P. Hughes. 


Enzymatic and blood studies in mental illness were introduced by Dr. Leo 
Abood of the University of Illinois, and were discussed further by Dr. Abram 
Hoffer of the University of Saskatchewan and by Dr. Charles Winter of 
the Merck Institute of Therapeutic Research, Philadelphia. Moving pictures 
were used by Dr. Winter to illustrate the fact that previously trained rats lost 
their ability to climb up a rope for food, in rapid fashion, after being injected 
with an extract made from schizophrenic urine by the U.B.C. group. 

The field of aromatic metabolism was subdivided into (a) general indole 
metabolism and (b) aromatic metabolism in schizophrenia. In the first session 
Dr. H. Weissbach of the National Institute of Health, Dr. B. Witkop of the 
same Institution and Dr. Evelyn Oginsky of the University of Oregon con- 
tributed. Under the second half of this session, Dr. Leo Reigelhaupt of the 
Shenley Hospital in England, Dr. Abram Hoffer and Dr. Edith McGeer and 
Dr. Patrick McGeer contributed. Colored moving pictures of abnormal be- 
haviour in monkeys following the injection of schizophrenic urine extract were 
shown by Dr. Juhn Wada and a most interesting discussion ensued. A paper 
written by the late Dr. William Sherwood of Stanford University was read 
to the group by Dr. Howard Fabing of Cincinnati. ; 

Proceedings of the meeting will be published in condensed form will be 
published by the Department of Neurological Research of the University of 
British Columbia. It has been suggested that such a conference by researchers 
active in this field should become an annual event on the West Coast. 


a 
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Book Keuceu 


BIOCHEMICAL DETERMINANTS OF MICROBIAL DISEASES 
By Rene J. Dusos, Harvard Univ. Press, 1954, Cambridge, Mass., pp. 152. 


Alice laughed “There’s no use trying”, she said, “one can’t believe impossible things”. 
“I dare say you haven’t had much practice” said the Queen. “When I was your age I 
did it for half an hour a day. Why, sometimes I've believed as many as six impossible 
things before breakfast.” (Through the Looking Glass). 


There are, one might argue, three stages in the progress of a scientific prob- 
lem: the first, in which the findings are highly improbable; the second, in which 
they are obvious; and the third, in w hich’ they are regarded as only one of the 
many aspects of the problem shot through w ith some errors and absurdities. In 
reading the “Biochemical Determinants of Microbial Diseases” by Rene J. Dubos 
(Rockefeller Institute for Medical Research) Harvard University Press, 1954, 
one is able to recognize these three stages of the history of bacteriology. 

It is entertaining in this respect to recall the condition under which the 
tubercle bacillus came to be regarded as the cause of tuberculosis. In the audience 
at the meeting of the Berlin ‘Phy siological Society where Koch presented his 
famous report in 1882, practically every person present was certainly infected 
with virulent bacilli-as almost everyone in Europe was infected at that time. 
Indeed, Koch himself had had a touch of the disease, as shown by the violence 
of his reaction to tuberculin when he injected the substance into his own arm. 
Since the tubercle bacillus was then a ubiquitous component of the environment, 
the factors which converted mere infection into symptoms and destructive 
pathological changes were the real and practically important determinative causes 
of tuberculosis. Of these factors we know hardly more today than did Koch 
in 1882. Tuberculin tests reveal that, even in our most prosperous communities, 
a very large percentage of the adult population become at some time infected 
with tubercle bacilli. Yet the morbidity and mortality of tuberculosis have 
decreased ten to twentyfold during the past century. It is obvious, therefore, 
that while the tubercle bacillus is the specific etiological agent of infection, we 
must look to other factors for a complete understanding of the etiology of 
tuberculous disease. 

It may be helpful to illustrate by another example the contrast between 
infection and disease. In man, the herpes simplex virus is usually acquired during 
early years. Throughout most of the life of the infected individual, the virus 
lies latent in the body, without causing any symptom or obvious pathology until 

“provoked” into activity by some phy siological disturbance. As is well known, 

fever (herpetic) blisters can be elicited by a variety of nonspecific unrelated 
stimuli, as different one from the other as menstruation, colds and fevers of 
various origin, ultraviolet radiation, or eating cheese. Herpetic blisters thus 
provide a striking example of an infectious disease of man in which, contrary 
to the original tenets of the germ theory, the living agents of the disease (the 
germ) may be present all the time in the host, be intrinsic, so to speak, whereas 
the determinant of the pathological process is some phys iological disturbance 
or some other extrinsic factor of the physicochemical environment. 

Dubos’ book provides an excellent opportunity to dwell upon the semantic 
conflict between those advocating the concept of specificity introduced by 
Pasteur and his contemporaries into medicine and those emphasizing the import- 
ance of non-specific factors as exemplified by the school of Selye. 

“Pasteur’s concept of specificity proved to be of the greatest heuristic 
value up to the present time. Each individual, well-defined disease, he holds, 
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has its own specific c cause. It has been claimed by many that Pasteur failed to 
recognize the importance of the ‘terrain’, being too preoccupied with the path- 
ogen (micro-organism) itself. This is incorrect. His work on induced immunity 
shows how clearly he realized the importance of the ‘terrain’. The theory w hich 
directed the most fruitful inv estigations of Pasteur and his followers was that 
the organism can develop specific adaptive reactions against individual path- 
ogens and that by imitating and complementing these, whenever they are short 
Mm optimal, we ‘can treat. many of the diseases which are due to specific 
pathogens.” (Selyve) 

To Selye, the General Adaptation Snydrome represents, in a sense, the neg- 
ative counterpart, or mirror image, of this concept. It holds that many diseases 
have no single cause, no specific pathogen, but are largely due to non-specific 
stress, and to pathogenic situations which result from. inappropriate responses 
to such non- -specific stress. 

Selye defines biologic stress as a condition elicited by preponderantly non- 
specific agents, that is, agents acting on many targets w ithout selectivity. Yet, 
it would be difficult to mention any example of an absolutely specific or ab- 
solutely non- specific agent. Hence the i impression prevails that the two partners 
of the ‘conceptual pair, specific and non-specific, are only apparently different in 
quality, but actually distinct only in degree, that, is in quantity. 

The scientific world is split today when discussing the above prob- 
lems; the one part emphasizes the great importance of Selye’s work, on the 
other hand, the defenders of specificity think of Selye with certainty as a 
heretic; both parts resemble Jean Filesac, Dean of the Sorbonne in Paris around 
1609, who affirmed that the transportation of witches through the air to Sabbats 
was so certain that anyone who doubted it must be lacking not only in Christian 
faith but in rational judgment. 

Dubos’ book is a beautiful piece of writing to elucidate some of the con- 
ceptual difficulties involved in the determination of etiology. 

The following example of his might serve our purpose well. 

It is possible to induce at will characteristic tumors (crown galls) by inocul- 
ating certain plants with pure cultures of Agrobacterium tumefaciens. Since no 
other microorganism or substance is known to be capable of causing this path- 
ological reaction, it seems fair to regard A. tumefaciens as the specific etiological 
agent. It has been established, however, that many of the secondary tumors 
developing on the same plant at sites removed from the initial infection are free 
of bacteria, and yet can be transferred in series to new plants, or propagated in 
tissue culture as self- reproducing structures. It is possible also to eliminate the 
bacterium from the tumor tissue by controlled heating, without affecting the 
power of autonomous growth of the tumor. Thus, propagation of the cancer 
can be made independent of A. tumefaciens, which was at first its essential 
etiological agent. It is known, furthermore, that extensive invasion of the plant 
by the bacterium may take place without resulting in tumor formation. Only 
plant cells which have been conditioned by certain stimuli associated with wound 
healing are rendered susceptible to transformation into tumor tissue by the 
bacterium. The physiological state of the host cells should therefore be con- 
sidered also as etiological determinant of crown gall. Finally, it can be shown 
that whereas the normal plant tissue requires indole acetic acid and the cocoanut- 
milk factor for growth, the self-reproducing tumor tissue does not need these 
growth factors and indeed can synthesize them (as well, perhaps, as others); 
it is this biochemical characteristic which permits the cancer to grow profusely 


202 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 2, No 


and in a completely uncoordinated manner. Thus, at the present state of analysis, 
the biochemical etiology of the disease appears to reside in an increased synthetic 
power, but, on the other hand, it takes A. tumefaciens to induce the change 
initially. 

Depending upon the specialized interests of the investigator, and the tech- 
niques that he chooses to use, the primary etiological determinant of crown gall 
can therefore be regarded as a specific bacterium, a transmissible cellular change 
dependent upon a certain phy siological state of the cell, or a biochemical dis- 
order. The problem of etiology can be studied at different levels by the bacterio- 
logist, the oncologist, the phy siologist, or the biochemist. All points of view 
are justified and discoveries at any one of the levels of investigation could add 
to the understanding of pathogenesis and probably lead to some technique of 
control of the disease. 

It is easy to condemn an author for not writing the book you would like 
him to have written, but it is just as easy to praise an author for having written a 
book for which you were looking. Dubos’ book should be highly recommended 
to all those who believe “that any concept which requires the abandonment of any 
established prejudices is violently attacked, on emotional rather than rational 
grounds,” and “that questions that we think the pressing ones will be transmuted 
before they are answered, that they will be replaced by others, and that the 
very process of discovery will shatter the concepts that we today use to describe 
our puzzlement.” (J. Oppenheimer) R. F. Saskatoon. 


TRAINING IN PSYCHIATRY 
at 


MeGILL UNIVERSITY 


The Department of Psychiatry, McGill University, Montreal, has a limited 
number of openings for training, and applications are now being considered for 
July Ist. 

Applicants must have graduated from an approved medical school and have 
had a general internship of one year. 


The four-year Diploma Course provides general basic preparation during the 
first two years. The last two years provide special patterns of instruction for those: 
(a) planning to enter the field of general hospital, community or university psychi- 
atry; (b) preparing themselves for a career in child psychiatry; (c) intending to 
enter the field of research psychiatry. 

Credit may be allowed for previous training. 

Shorter periods of instruction may be arranged, as well as instruction in special 
fields. 

Full training in psychoanalysis also may be undertaken within the Department 
of Psychiatry by suitably prepared candidates. Separate application for this training 
is required. 

All those accepted for training are assigned to one of the seven teaching centres 
in Montreal. These positions carry with them board and lodging, or, in lieu of 
lodging, a living-out allowance together with an honorarium ranging from $60 
to $150 a month, depending upon the clinical position to which the applicant is 
assigned. For those in advanced years of the course, clinical positions carrying 
higher salaries are available. In several centres, additional emoluments of $1,800 
a year are available, mainly in the form of bursaries these being issued under certain 
conditions in regard to which information will be given on request. 


Applicants should write to the Chairman of the Department of 
Psychiatry, McGill University, Montreal, Canada. 
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Correspondence 


TEACHING EXPECTATIONS OF A PROVINCIAL MENTAL HOSPITAL 


The Editor, Canadian Psychiatric Association Journal 
Sir: 

There has been a good deal of discussion lately among psychiatric admin- 
istrators and teachers regarding the place of the provincial mental hospital in 
post-graduate training for psychiatry. This is a subject which, in my opinion, 
requires pooling of experience and opinions from across the country. I would 
like, therefore, to submit the following as an initial basis for deliberation, 
realizing that the obvious problems in providing the training outlined remain 
to be solved. 

Certain general beliefs govern the proposals advanced which include: 

(a) Any mental hospital should plan to instruct the resident or trainee 
psychiatrist in areas where clinical administrative practices overlap, i.e., ward 
management, the utilization of ward personnel, the understanding of “rules”, 
lines of authority, etc. 

(b) No mental hospital can be progressive, stimulating or expect to have 
high treatment standards in the absence of a well organized teaching programme 
for all categories of staff. When a well organized teaching programme exists 
the resident is stimulated to spend more time with his patients and is better 
fitted to do a more efficient and effective job, often in a shorter time. It is felt 
by the administrative clinical staff of this hospital that the amount of sound 
psychiatric treatment afforded patients is proportionate to the supervision and 
teaching given different categories of staff. 

(c) The Mental Hospital setting provides an unique opportunity to study 
the dynamic interplay between the different groups of people. The resident 
should be encouraged to carry out group therapy with selected patients and 
to meet the different categories of staff at regular intervals. In this area we 
have been impressed by the insight that a resident can develop into the effect 
that different staff members have on the progress of patients. 

Even where well organized teaching exists it is easy to treat individual 
patients well and forget large groups of patients who may sit around on wards 
without necessary motivation. This tendency has been observed throughout 
Canada and is one of the criticisms of Clinical Psychiatry. The mental 
hospital setting provides an opportunity in learning the delicate balance between 
a planned motivating program for all patients and the necessity of allowing 
individual patients sufficient freedom of action that they do not become over- 
dependent upon the treatment atmosphere. 


Reasonable expectations of the Resident arising out of the attitude of management 
outlined above: 

The first and obvious requirement is that a resident has adequate remunera- 
tion and reasonable working conditions during his period of training. This 
requirement demands recognition on the part of hospital management in the 
following areas: 

(a) That supervision of a resident in training must be provided by a trained 
person (preferably the Clinical Director) under the guidance of the Department 
of Psychiatry of the University concerned. Management must accept the fact 
that this is time consuming and has to be accepted as such when outlining a 
Clinical Directors’ duties. 

(b) That the hospital has active treatment services including organized 
occupational and recreational programs. 


wg 
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(c) That other disciplines such as nursing, social service and psychology 
are part of the treatment program. 

(d) That an adequate library is provided with representative literature from 
Psychiatry, Psychomatic Medicine and other disciplines. This library should 
have appropriate journals (25 journals in this area). 

(e) That the clinical program of the hospital is organized in such a way 
that the resident receives the maximum clinical guidance. From the manage- 
ment point of view this supervision is necessary in any event to ensure that 
patients are diagnosed and treated adequately. 

(f) That the hospital has an organized staff training program (Aides and 
Attendants and/or graduate nurses and affiliating nurses) in which the resident 
takes part under the supervision of the Clinical Director. 

(g) Recognition on the part of management that some time each week 
requires to be set aside for “resident teaching” so as to improve standards of 
medical care at ward level. These sessions fall into three main groups: 

) Teaching sessions where psychiatric and other theories are presented and discussed 
or where clinical material is discussed in detail from the viewpoint of increasing the 
resident's understanding and interest. Such sessions are necessary so that a resident’s 
“ward experiences” are related to the overall principles of psychiatry and he is 
stimulated to pursue. independent reading from the hospital library and journals. 

(ii) Regular screening sessions of recent admissions, progress on treatment and discharge 

possibilities (emphasizing where possible the role of other disciplines such as nursing, 


social service and psychology). These sessions are not set up primarily for teaching 
but in our experience are probably the most valuable teaching media. 


(iii) Sessions held in the general area of the Mental Hospital and of educational interest 
to Psychiatric Residents, e.g., meetings of local psychiatric group, clinical and 
teaching sessions in sister hospitals and clinical meetings of local medical associations. 
Provided that the “work” in a particular teaching Mental Hospital does not suffer 
it should be the general objective of management to encourage Psychiatric Residents 
to attend all such sessions and the particular duty of the Clinical Director to ensure 
that as many residents as possible are freed to attend such sessions whilst the medical 
and psychiatric aspects of the hospital are adequately covered. 

(h) Management should ensure that when available a resident receives ex- 
perience in “SPECIAL” settings such as day care centres, out patient clinics or 
child guidance clinics. However, emphasis should be on_ basic psychiatric 
experience and the hospitals should not fall into the trap of attempting to 
emulate the university setting. The experience in special settings should not 
interfere with the ‘ ‘learning through doing” in the more general aspects of 
psychiatry. 

(j) It has been the custom in this particular area to encourage residents to 
_. to lay groups in the community once management (the Clinical Director) 
is satisfied that the resident is qualified and competent to speak to the particular 
lay group. 

To fulfill these expectations this hospital at present offers the following: 


(a) The Department of Health (hospital management) embarked upon a 
training program for psychiatrists. They provided the necessary remuneration 
and working conditions and EXPECT teaching to be carried out in their hospital 
in keeping with university requirement. They have provided necessary adjuncts 
such as library, journals, teaching films or special courses to ensure that pro- 
fessional staff as a whole have the best possible opportunity to treat patients; 
they accept the fact that so called “teaching sessions” are necessary in the Mental 
Hospital to raise the standards of patient care and treatment. 

(b) The hospital treatment program has been organized in such a way as 
to emphasize that so called work is in reality a “learning experience”. 
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Adequate and consistent supervision is afforded a resident so that at all 
times he has available advice regarding diagnosis, management, treatment or dis- 
posal. In this area hospital management has accepted the fact that such super- 
vision requires considerable time on the part of senior psychiatric staff. 

(c) Regular teaching sessions are set up, and in addition whenever possible 
the psychiatric resident is encouraged to understand and learn to make use of 
the other disciplines such as nursing, psychology or social service. The regular 
teaching sessions are as follows: 

(1) Medical Staff meeting where medical administration, management 
problems and working conditions are discussed. Through these sessions the 
resident is made familiar with the general problems of administration and the task 
of superintendent and Clinical Director who have control over the general treat- 
ment practices of the hospital. A particular problem is discussed and the medical 
staff as a whole are familiar with the opinions of management. Decisions taken 
apply to all members of medical staff. The resident has available a handbook 
interpreting hospital regulations and policy. Any decision of importe arrived 
at in a medical staff meeting is printed from the minutes and given to the 
resident to add to his book of regulations. — 1 hour per week. 

(2) Clinical Meeting at General Hospital. Each psychiatric resident is 
expected to attend this session unless prevented by urgent duties. General 
medical and surgical cases are discussed with pathological and other specialized 
contributions when applicable. — 1-2 hours per week. 

(3) Regular review of patients admitted during a week attended by the 
residents and psychologist attached to the in-patient service. Differential diag- 
nosis, lines of investigation, management and treatment of individual cases are 
discussed. The Resident treating the case is free to discuss the follow up 
of a particular patient at any time with senior psychiatric personnel or present 
the case at later clinical sessions. — 1-2 hours per week. 

(4) Twice monthly journal club. This is a lunch meeting because of the 
difficulty of finding more time during “working hours” for learning sessions 
and the senior psychiatric personnel have their evenings mostly taken up. This 
session will eventually be a weekly occurrence. 

(5) Medical Post Graduate Training — this session is attended by all 
medical and psychological staff. Prepared 20 minute papers are presented and 
discussed. The subject material ranges from Psychological concepts through 
dynamic psychiatric principles to treatment procedures. — 1 hour per week. 

(6) Seminar — this may be a teaching film or a prepared paper and is 
open to all staff in contact with patients. On alternate weeks a typical case 
is presented to introduce discussion on a particular topic such as agitated 
depression, its management and treatment. — 2 hours per week. 

(7) Review of problem cases where assistance is required from other 
disciplines. This session is attended by all professional staff and other staff 
having particular knowledge of an individual patient. The resident selects and 
presents the patients having previously notified other disciplines several days 
in advance. — 1 hour per week. 

I appreciate that this has been a rather rambling account and oriented from 
the point of view of one province. I hope that I have made my point that the 
teaching expectations of a resident depend entirely upon the attitude of the 
Governing Authority of a particular hospital and that teaching must stem from 
the senior administrative officer who ensures that it is set up and carried out. 

Yours sincerely, 
J. Frazier Watsn, M.B., Asst. Supt., 
Hosp. for Mental and Nervous Dis., St. John’s, Newfound. 
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Proceedings of 
The Seventh Aunual Meeting of the 


Canadian Psychiatrie Association 


The President called the meeting to order at 2.30 p.m., June 21, 1957 in Edmonton, 
Alberta. Approximately forty-five members were present. ' 


President’s Report 


I would first like to welcome you to this annual business meeting of our Association. 
The program and the arrangements made for our meeting speak well for the activities of the 
local committee on arrangements under the chairmanship of Dr. MacLean. I am sure you 
would all wish me to thank Dr. MacLean and his committee members as well as the 
speakers who have and will contribute to our scientific program. The Secretary will 
report on the activities of the Board of Directors during the past year but I must again 
refer to the difficulties we are having in arranging for a quorum at meetings of our Board. 
On two occasions during the past year we had a quorum present and this was somewhat 
better than we have been able to do during most of our previous years of operation. 

The various committees have been very active during the year and the area of concern 
and the extent of their activities will be reflected in the reports to be presented this afternoon. 
These reports have been considered by the Board and the committee chairmen will 
be able to indicate the recommendations made by the Directors in relation to action necessary 
in relation to committee reports. The work of our committees constitutes perhaps the main 
endeavours of CPA and it is through them that our organization can become an effective 
means of communication and action on behalf of Canadian Psychiatry. 

The work done by Dr. Chalke and his associates in connection with our Journal is 
worthy of very special mention. It is my impression that the Journal is being well received 
and Dr. Chalke’s report will show that it is rapidly approaching a point of financial in- 
dependence. The work in relation to the Journal is extensive and constitutes quite an 
imposition on Dr. Chalke’s time. This is a matter to which the Association will have to give 
considerable thought and study in future years in order to ensure more stable continuing 
arrangements for our publication. 

The Board of Directors during the year authorized the holding of a Canadian Mental 
Hospital Institute in 1958. Dr. Mary Jackson is chairman of the local organizing 
committee for this Institute and we are very indebted to her for her efforts. The APA 
central office and the Mental Hospital Service of APA are joint sponsors of the Institute 
and their staffs are giving every assistanée in the arrangements for the Institute. 

I should like to take this opportunity to refer briefly to some of the recent developments 
in the field of psychiatry, which my colleagues and I in Newfoundland regard as being 
significant. It may be pertinent to say that these developments fit into a general trend 
or approach to psychiatric disorders. 

I refer to the slow, but increasingly evident emphasis by psychiatrists generally on a 
broad view of human behaviour — a view in which there is remarkable “objectivity”. 
There is much less of the emotional, subjective attitude which demanded complete belief in 
and loyalty to either a functional-dynamic theory or an organically oriented position. It 
seems that psychiatry is no longer taking strong untenable positions and that there is a 
growing interest in checking hypotheses in practice and by research. 

Over the years a tremendous wealth of valuable information has accumulated pertaining 
to the nature of mental illness; it is fair to say that not a little has been merely interesting 
and fascinating. Our greatest strides have undoubtedly been in the development of numerous 
treatment techniques, ranging from the physical and chemical to the psychotherapeutic, 
and the team approach with allied professions. 

Yes! We have rapidly of late become much more proficient in the overall care and 
treatment of patients; however, our understanding of the exact causes and nature of mental 
illness; how our treatments work; the mechanisms involved in response to therapy, are 
largely unknown; furthermore, there is considerable evidence that, generally, we are 
achieving similar results regardless of the different methods or doctrines of the therapist. 
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It is for these and other reasons that we are recently giving more recognition to the 
multi-factorial etiology of mental illness, and in consequence a less rigid adherence to 
particular and doctrinaire concepts or schools of psychiatric thought. 

Let us briefly look at a few areas of our specialty — by way of illustration: 

The psychiatric literature on any particular subject is, to say the least, quite voluminous, 
as are the variety of concepts and interpretations. There is nothing basically wrong with 
this, but in recent years there is a remarkable swing to a more objective form of reporting, 
a more straightforward presentation of findings, a weeding out of questionable material 
or as Leo Alexander states in a recent paper “An analysis of each step in our therapeutic 
action down to its least common denominator in order to obtain the objective view 
which is essential to scientific evaluation”. There is also a notable absence in recent 
literature of trying to make deductions which fit into preconceived notions. 

There was a time when the psychiatrist was very much alone in his efforts to cope 
with the problem of mental illness. Gradually, a large number of people in related, as 
well as seemingly foreign disciplines, became interested and actively engaged in this 
work. It is our impression that for some time psychiatry endeavoured with very good 
intentions to orient such people in the direction of our own thinking. There is some 
question in our minds as to the wisdom of this tendency. Here again, we believe that 
in more recent years psychiatry has been more willing to accept the assistance and con- 
tributions of other disciplines and, if these results are critical of psychiatric hypotheses, to 
accept the findings as proper new evidence useful for psychiatry. 

In the university area, and in particular the graduate training field, teaching personnel 
are doing a great deal of work pertaining to curriculum; searching questions are being 
asked as to what should be taught and how much. In these times of changing emphases 
this is no simple problem. What settings can be utilized for this purpose? Already 
tremendous strides have been made in the assessment and supervision of training schemes, 
which will have a tremendous effect in stimulating and improving community services 
generally. One need only mention the emphasis on continuity of treatment irrespective of 
where the psychiatrist functions or where the patient is treated. If we are reading the 
signposts correctly it would seem that here again very objective and practical decisions are 
being made and that the more recent graduates have a broad general understanding of 
the specialty and the ability to fit into the various hospital and community settings. At 
the same time there is recognition of the need for further training for those in special 
fields, such as child psychiatry and social psychiatry. Already, in fact, special training 
centers are in the early stages of development. 

Let us for a minute look at what is happening in the area of administrative psychiatry 
— the planning of future mental health services. Here again, we find the same thoughtful, 
careful “thinking our way through”. Not too many years ago the expansion of a mental 
health service was a simple one, which involved the erection of buildings and the 
procurement of staff. Slowly but surely, the orientation has changed and we are thinking 
in terms of what can best serve the patient in the community, having in mind the present 
status of psychiatric knowledge, but also trying to predict what might be more realistic 
for the future. There is also a concerted effort to draw upon the resources of the community 
in such planning — giving due recognition to the non-psychiatric medical doctor and 
his role. 

While some of us may disagree with some of the details of the recent work of the 
CMHA Committee on Mental Health Services, we should give great credit for what at this 
stage seems to be shaping into a most valuable contribution to mental health planning in 
Canada. We must now think not only in terms of mental hospitals, but out-patient, day 
and night care centers, many types of clinics, general hospital services, private psychiatry, 
etc. We must consider how the growing number of community services will affect the 
need for hospital facilities. Already there would seem to be good reason to believe that 
we cannot go too far wrong in the development of community services — those which 
can be designed to serve a regional need, particularly where they can be associated 
with established medical services. 

At the same time there is a great demand — more acute and quite realistic in certain 
areas — for more hospital accommodation. It is evident that a basic minimum number 
of hospital beds are necessary to meet the national problem, and that as yet we are far 
below this figure. Notwithstanding this fact, I believe most of us have many questions 
in our minds on this matter, sufficient in fact to proceed with some caution. There is 
no question that we are becoming more capable of handling serious psychiatric problems 
without hospital admission and, although there may not be the kind of statistical evidence 
available which. makes for accurate decisions, many of us are quite confident that this 
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trend will continue and should be encouraged. We believe that the need for mental 
hospital facilities, as such, requires very careful evaluation, even remembering natural 
population increase. 

This trend toward objectivity — a constant checking of what we do and the results 
obtained — a conscious effort to avoid trying to fit these results into a preconceived theory 
— is not only noticeable in every area of psychiatric practice but has important implications 
in terms of future progress. It seems fair to predict that in such a climate (of objective 
self evaluation) there will develop an increasing inter-disciplinary cooperation and that 
we will apply ourselves to the more important job of seeking out the unknown quantities 
in our field, with the realization that the more pieces of the pattern we understand the 
sooner we may hope to arrive at firm therapeutic approaches. It is to be hoped — and 
there are indeed very hopeful indications — that this national Association of ours will 
play an increasingly important role in this objective type of psychiatric planning and in 
bringing to our people the best type of service which we can provide. 

C. H. Porrie, M.D. 
President, C.P.A. 


Minutes of Last Meeting 
As the Minutes of the last meeting were published verbatim in the Journal, the Secretary 
reviewed some of the highlights and recommended that the Minutes be adopted as read. 
It was moved by Dr. Stokes, seconded by Dr. Hobbs that the Minutes be adopted as read. 
CARRIED. 


Business Arising from the Minutes 

(a) Rehabilitation Committee 
The Secretary read a recent letter from Dr. Silverman in which he agreed to establish 
a committee on rehabilitation. The President has asked Dr. Silverman to proceed with 
the formation of the committee and prepare a report as soon as possible. 

(b) Income Tax Deductions 
Dr. Jones reported that it is now possible for psychiatrists in private practice to claim 
exemptions for two conventions per year. 


* * 


Secretary's Report 
Again it is my pleasure as Secretary of the Canadian Psychiatric Association, to 
present to this annual business meeting an account of the Association’s affairs during the 
past twelve months. 


I am happy to say that we were able to hold three meetings of the Board during the 
year. The first was held in Quebec immediately following the last annual meeting when 
we were gratified in having nine of the sixteen members a the Board of Directors present 
enabling us to formulate concrete plans for the ensuing year, including expenditures and 
arrangements for this year’s meeting, appointment of committees and so on. In addition 
to the two constitutional committees on Membership and Nominations, which are elected 
by the annual business meeting, the Board appointed seven other committees, namely: 
a Joint Committee of the Canadian Medical and Canadian Psychiatric Associations, Con- 
stitution; Psychiatric Education; Relaton of Psychiatrists and Clinical Psychologists; Fee 
Charging and Medical Care Plans, Standards and Accreditation of Hospitals; and Re- 
habiliration. Reports of all but the Rehabilitation Committee wili be heard this afternoon. 
Due to unavoidable delays in organizing the latter committee under the chairmanship of 
Dr. Baruch Silverman, he has informed me that the committee is not yet prepared to make 
a report. 

The second meeting of the Board was held in Ottawa in November and, while there 
were a number of active members of CPA present at this meeting some of whom repre- 
sented the various Board members who were unable to attend, we did not have a quorum 
and it was therefore impossible to officially transact the many items of business which 
were on the Agenda. This points up one of the weaknesses in our Constitution in that 
no provision is made for alternate members of the Board with the power to vote. This 
matter will be discussed later during the report of our Constitution Committee. 


The third meeting of the Board took place last evening. It was attended by a quorum 
of Board Members and the majority of committee chairmen. Most of the meeting was 
concerned with a review of committee reports and the committee chairmen, during the 
presentation of their reports this afternoon, will indicate the feeling of the Board of 
Directors regarding any action recommended by the committees. 
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It is with some regret that I am unable to report any addition to the number of our 
affiliated groups which still remains at six. The Newfoundland, Maritime, Saskatchewan 
and Alberta Psychiatric Associations are, in effect, provincial branches of CPA. And 
here I would like to say a word of thanks to the Secretary-Treasurers of the Newfoundland 
and Saskatchewan Associations for their loyal efforts in carrying out the transactions 
involved in collecting membership dues, membership applications and so on. Last year 
I made a plea for mutual understanding and cooperation in these matters and there have 
been many evidences of good will and cooperation during the past year for which we 
are grateful. At the expense of being repetitious I say again that the strength of CPA 
must come from its provincial divisions and so again | urge each and every member to 
more and greater efforts towards making CPA second to none in Canada’s professional 
societies. 


The Ontario Psychiatric Association and the Neuropsychiatric Section of the Manitoba 
Medical Association have a very loose type of affiliation with CPA whereby they maintain 
complete independence as regards membership, by-laws, fees and so on but extend mutual 
assistance and support in matters of common interest. The CPA watched with interest 
the metamorphosis of the Ontario Neuropsychiatric Association during recent months and 
I am sure I speak not only on behalf of the Board of Directors but for our membership 
at large when I offer our best wishes to the new Ontario Psychiatric Association and in 
voicing the hope that it will someday seek a closer affiliation with the Canadian Psychiatric 
Association. 


Many of us recall with keen pleasure the warm reception extended to CPA by our 
Quebec colleagues when we held our annual meeting last year in the capital of their 
province. We earnestly hope that the Quebec Psychiatric Association will some day seek 
affiliation with us. In such an event CPA would have affiliated groups in nine provinces 
since the Maritime Division represents three provinces. May | say to our colleagues in 
British Columbia that the door is always open! 


You are all aware, | am sure, that the Second International Congress of Psychiatry 
will be held in Zurich, Switzerland, next September. It is gratifying to note that several 
members of CPA will participate in the program of this world gathering. As our Association 
is a member of the Congress our Board of Directors felt it would be fitting to have 
someone officially represent CPA at the Zurich Congress and, accordingly, voted $400 to 
subsidize the expenses of such a representative. Dr. G. E. Hobbs, our Vice-President, was 
the unanimous choice to carry out this assignment and I am sure you will agree that he 
will not only be a worthy representative of the Canadian Psychiatric Association but of 
Canadian Psychiatry at this important gathering. 


During the year your Secretary had informal discussions with the Medical Director 
of the American Psychiatric Association concerning the possibility of holding a mental 
hospital institute in Canada which would be geared to serve the interests of Canadian mental 
hospital administrators who are faced with problems of a somewhat different nature than 
those of their American counterparts. These discussions were favourable and as a result 
our Board of Directors authorized me to pursue the matter with Dr. Blain. I am happy 
to report that the project is now fully launched and the First Canadian Mental Hospital 
Institute will be held in Toronto in January 1958 under the joint sponsorship of the 
Canadian Psychiatric and American Psychiatric Associations. I would like to take this 
opportunity to pay tribute to Dr. Mary Jackson who so willingly agreed to chair the 
Program Planning Committee for the Institute. The CPA is deeply indebted to Dr. Jackson 
who is ever willing to serve CPA in whatever capacity she is asked to act. In 1955 hers was 
the guiding hand behind the annual meeting when our British colleagues were our guests 
in Toronto — in 1956 she chaired our Nominating Committee and now she has assumed 
the arduous task of organizing the program for the Canadian Mental Hospital Institute. 
I urge you all to support Mary Jackson and her committee who are devoting so much time 
and effort to bring about an historic occasion which will enhance the prestige of CPA. 

The Royal College of Physicians and Surgeons again invited our Association to nominate 
a new Committee on Psychiatry to replace the present committee whose tenure expires 
in October next. 


During the year we learned with regret of the deaths of four of our members: Dr. 
R. G. Armour, Dr. D. R. Fletcher, Dr. E. Pearl Hopgood and Dr. C. M. McIntyre. Four 
members of the Association resigned during the year: Dr. C. C. Bracken, Dr. Elliott Emanuel, 
Dr. J. I. Chisholm and Dr. E. C. Menzies. 
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In closing I extend my sincere thanks to the officers and members of the Board of 
Directors for their cooperation during the past year. 
C. A. Roserts, M.D., 
Secretary 
The Secretary presented this report and moved its adoption. It was seconded by Dr. 
Dunsworth. CARRIED. 


. 
Treasurer's Report 
Calendar Year 1956 
STATEMENT OF RECEIPTS AND DISBURSEMENTS 


Balance at December 31, 1955 rn $2,759.66 
Receipts for Year 1956 1,981.55 
4,741.21 
Expenditures for Year 1956 ee ae 1,636.46 
Balance at December 31, 1956 : : $3,104.75 
DISBURSEMENTS—1956 
Stamps nee $ 75.50 
Printing and Supplies ; 161.94 
Refunds (membership overpayments) ; 10.15 
Bulletin Expenses ; 91.64 
C.P.A. Journal : 688.00 
Secretarial and Typing Services ; 225.15 
Expenses re Annual Meeting 345.58 
Bank Exchange 33.25 
Miscellaneous 5.25 
$1,636.46 
Surplus of Revenue over Expenditure $ 345.09 
R. C. Hamirton, M.D. 
Treasurer. 


An auditors’ certificate was attached. 
The report was read by the Secretary who moved its adoption. Seconded by Dr. 
Jones. CARRIED. 
Membership Committee 
In June 1956 a letter was sent to the chief of the Psychiatric Service for each province 
enclosing a list of non-member psychiatrists and asking each to mark the names of those 
who should be followed more intensively. The response was one hundred per cent and 
we are very grateful for this help. 
From June 1956 to May 31, 1957, new paid up members were increased by 45, there 
being 11 associate and 33 full members added 


NUMBER OF MEMBERS BY PROVINCE AT MAY 31, 1957 


Newfoundland = 
Nova Scotia 15 
New Brunswick ee 12 
Quebec 
Ontario : 186 
Manitoba . 19 
Saskatchewan 39 
Alberta 24 
British Columbia 34 
Outside of Canada os 19 

462 


S. R. M.D., 
Chairman, Membership Committee. 
The report was read by the Secretary who moved its adoption. In seconding the report 


Dr. Hobbs also moved that a vote of thanks be extended to Dr. Montgomery for his 
efforts. CARRIED. 
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Report of Joint CMA-CPA Committee 

This committee was set up in June, 1956, representatives being appointed to it by 
the Canadian Medical Association and the Canadian Psychiatric Association. The first 
meeting was held on November 19th, 1956, at which time the following agreements were 
reached: 
1. That our primary purpose would be to enlist the assistance of the Canadian Medical 
Association in achieving the improvement of mental health in Canada. 
The representatives from the CPA would attempt immediately to obtain information 
indicating the extent of mental ill health in the country. This was done and submissions 
were sent to the various CMA members throughout the year. 
At the first meeting discussion was initiated in other matters of general importance, 
among them being: 
a) The kind of material which should be taught at refresher courses for general practitioners. 
b) Alcoholism. 
c) Child management. 

At the second meeting held at Edmonton on June 20th, 1957, the following matters 
were decided: 
1. To request authorization from the Board of Directors to discuss further with the Canadian 
Medical Association the possible role of the Canadian Psychiatric Association in the 
Canadian Joint Hospital Accreditation Commission. 
To this the Board of Directors acceded. 
To seek authorization from the Board of Directors to carry out discussion with the 
Canadian Medical Association regarding the possibility of assigning time to psychiatry 
in the junior rotating interneship with the proviso that such discussion would depend 
upon whether it was found that existing psychiatric departments in Canada would be 
able to carry the necessary number of psychiatric internes and to provide one to two 
months experience for each interne. 
The Board of Directors acceded to this. 
3. To continue our study of the incidence of mental illness in the general population. 
4. To request the Directors to ask the Committee on Psychiatric Education to give further 
study to the desirability of including a paper on Psychiatry in the Dominion Council 
examination. If the opinion of this committee is favourable, it was requested that the 
matter should be returned to our committee for further negotiations with the Canadian 
Medical Association. 
To this the Board of Directors acceded. 
To request the decision of the Board of Directors as to whether we should enter into 
liaison, not only with the Canadian Medical Association, but also with the Canadian 
College of General Practice. 
To this the Board of Directors acceded. 
6. To recommend to the Board of Directors of the Canadian Psychiatric Association that 
its provincial branches should be advised to set up liaison committees to work in 
collaboration with the provincial branches of the Canadian Medical Association. 
This the Board of Directors agreed to do. 
To enquire from the Board of Directors as to whether we should be considered a 
standing committee or an Ad Hoc committee. We were informed that we should be 
considered an Ad Hoc committee. 


tw 
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D. Ewen Cameron, M.D., 
Chairman. 
Dr. Ewen Cameron presented his report and moved its adoption. Seconded by Dr. 
Coburn. CARRIED. 

Moved by Dr. Weil, seconded by Dr. Hobbs that this committee be continued and that 
further consideration be given to the points raised in Dr. Cameron’s reports. CARRIED. 
Ad Hoe Committee on Standards and Accreditation 
PART I 

The Ad Hoc Committee on Standards and Accreditation of the Canadian Psychiatric 
Association has been formed at the direction of Dr. C. H. Porttle, President of the 
Association. This action was taken following the adoption by the Board of Directors of 
the C.P.A. at the Annual Meeting on June Sth, 1956 of the following Resolution: “That 
the matter of the inspection and accreditation of mental hospitals in Canada by an all- 
Canadian agency be one of the items to be discussed by the Liaison committee (CMA-CPA) 
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and also that the Executive of the CPA consider how an inspection and accreditation 
service might be financed”. Dr. Roberts moved the adoption of this recommendation from 
Dr. McNeel, seconded by Dr. Jones. The terms of monet of the Committee were as 
follows: “To clarify C.P.A. ideas before commencing joint action with the C.M.A.” The 
Chairman of the Committee was directly appointed by the President with instructions to form 
a Committee on a geographical basis in order to facilitate communication and to add as 
consultants the Provincial Directors of the C.P.A. 


After preliminary discussion it was decided that the first meeting should be concerned 
with a general statement regarding the advisabilty of the establishment of Canadian Standards 
and of Canadian inspection services. The following items of information were introduced 
for discussion: 

(a) Until recently a number of mental hospitals in Canada have been inspected by the 
American College of Surgeons. This inspection was of a brief and rather casual type 
and was concerned principally with physical treatment facilities, number of personnel, 
departmental organization and bed space and did not deal to any extent with the actual 
Standards of care and the effective operation of the hospital. This service did not 
involve the paying of a fee other than that required for membership in the American 
College of Surgeons. 

(b) Since the establishment of the Joint Commission on Accreditation of Hospitals the 

inspection and accreditation functions of the American College of Surgeons have been 

taken over by the Joint Commission. Represented on the Joint Commission are the 
following organizations: American Medical Association, American College of Surgeons, 

American Hospital Association, American College of Physicians and the Canadian Medical 

Association. 

The Joint Commission has accepted the agreement originally made by the A.P.A. with 

the American College of Surgeons that the Central Inspection Board of the A.P.A. 

should inspect all mental hospitals (but not Psychiatric Units in general hospitals). 

However, there appears to have been some difficulty in putting this agreement into 

actual operation. 

In the eight years of its existence the Central Inspection Board of the A.P.A. has 

inspected 138 hospitals of which 5 were Canadian. Some of the details of this work 

are given on Page 271 of the American Journal of Psychiatry, Volume 113, No. 3, 

September 1956. It will be seen from this report that the number of hospitals approved 

is low, although it is mentioned that in recent years a higher proportion have been 

approved. 

(d) In reporting its inspections the Central Inspection Board has used the A.P.A. Standards 

for Psychiatric Hospitals and Clinics. These Standards appear to be aimed at the 

establishment of ideal conditions and have been used to exert pressure on State Govern- 
ments to improve conditions in mental hospitals. 

Inspections by the C.I.B. are detailed, lengthy and expensive and it is probable that this 

is one reason why they have not been used more extensively. 

We understand that a Canadian Commission on Accreditation of Hospitals has been 

established consisting of representatives of the Canadian Medical Association, the Royal 

College of Physicians and Surgeons, the Association of French Speaking Physicians and 

the Canadian Hospital Association. This Commission has not as yet taken over the 

functions of inspection and accreditation of Canadian general hospitals. 

In the discussion of the above items of information it was the feeling of the Committee 

that it was indeed unfortunate that such a small number of Canadian hospitals had made 

use of the inspection service. 

The following were discussed as possible factors to be considered in attempting to 
increase the use of inspection services by Canadian hospitals: 

(1) Development of professional and public opinion in favour of accreditation and rating 
of hospitals. 

(2) Provision of inspection services to hospitals at lower cost. 

(3) Adoption of standards which are high enough to insure good treatment of patients but 
not so high as to be virtually unattainable. This would probably involve grading of 
hospitals rather than a simple ‘yes” or “no” assessment. 
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(4) Development of a consultative function in the inspection service to help hospitals to 
use available facilities and personnel to better advantage. 
There was considerable discussion on the foregoing points but no attempt was made 
to reach a definitive statement on any of them at this meeting. However, the following 
statement was adopted for transmission to the Board of Directors of the C.P.A.: 


— id 
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(1) This committee approves the view that it is desirable that a set of standards should 
be drawn up as an expression of professional opinion and as a guide to competent 
authorities in the organization and operation of hospitals and other facilities for the 
treatment of the mentally ill in ne 

(2) The committee considers that the Canadian Psychiatric Association is the proper organ- 
ization to formulate such standards. 

(3) The committee considers that it is desirable that a Canadian inspection service be 
established that would be available to any Canadian mental hospital or psychiatric 
facility for inspection and rating on request. 

(4) The committee recommends that, in view of the existence of the Canadian Commission 
on Accreditation, the Liaison Committee of the C.P.A. be authorized to explore the 
possible relationship of a Canadian Service for the inspection of mental hospitals etc. 
to the Canadian Commission on Accreditation. This inquiry should also include a con- 
sideration of possible costs. 

(5) The committee recommends that, if the above recommendations are adopted, a standing 
committee on Standards and Accreditation be appointed. 


In the meantime the committee is proceeding to prepare a detailed draft recommendation 
re standards and rating. 


PART II 

The foregoing report was submitted in November, 1956, to the Board of Directors 
of the C.P.A. which requested the Committee to continue to prepare a draft re standards 
and rating. Unfortunately, due to local changes, the Committee has had only one sub- 
sequent meeting, but to date has considered and prepared a revision of the A.P.A. publication 
on Standards for Psychiatric Hospitals and Clinics to the end of Part I, Section 2. 

It is premature to report on other developments except to note the following: 

(a) The Joint Commission on Accreditation (American) has indicated its wish to inspect 
mental hospitals on the same basis as general hospitals are inspected (that is, in the 
same manner as the A.C.S. did), whereas the Central Inspection Board of the A.P.A. 
insists on a more comprehensive evaluative study of hospital facilities and programs. 
A joint statement will be issued by these bodies later in the year. 

(b) The Central Inspection Board which, during the past year, considerably increased its 
activities with the assistance of extra staff, is now facing a deficit. 

(c) The member bodies of the Canadian Commission have recently reached a unanimous 
decision to undertake the inspection and accreditation of hospitals independently of the 
Joint Commission (American). It is expected that this program will commence in 
January 1959. 

American experience indicates the desirability of achieving early agreement with the 
official Commission on Accreditation regarding the purpose and method of inspection of 
mental hospitals. American experience also indicates that inspection such as provided by 
the C.I.B. cannot be paid for out of membership fees (as, for example, in the A.CS.). 

The cost of C.1.B. inspections is no doubt one of the factors that has limited their 
use in Canada. 

In planning and promoting a mental hospital inspection service, the C.P.A. should 
consider: 

(1) The relationship between the inspection service, the C.P.A. and the Canadian Commission. 

(2) The structure of the inspection service. 

(3) The nature of the inspection and reports. 

(4) The source of funds for the service. 

With reference to item (1), at least three alternatives seem to be possible: 

(a) The C.P.A. to operate an inspection service similar to the C.1.B., and to reach an 
agreement with the Canadian Commission on the accreditation of hospitals inspected by 
the C.P.A.-sponsored service. (This system has not worked well in the U.S.). 

(b) The C.P.A. to recommend standards and inspection methods to be used by the inspectors 
of the Canadian Commission in the inspection of mental hospitals, and to recommend to 
the Canadian Commission inspectors qualified in mental hospital administration, leaving 
the actual accreditation to the Canadian Commission. 

(c) The C.P.A. to become a member body of the Canadian Commission and to participate 
in the establishment of standards, inspection methods, and the provision 4 qualified 
inspectors. 

With reference to item (2), a decision should be made as to whether: 
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(a) The inspector should be authorized to rate hospitals in accordance with accepted 
standards. 

or 

(b) A committee or board should decide on ratings on the basis of the inspector’s report. 
(The latter is the C.1.B. procedure). 

(c) Regional part-time inspectors should be appointed. 

or 

(d) A full-time inspector be appointed for all Canada. 

With reference to items (3) and (4), decisions should be made as to whether it is feasible 
to attempt to obtain funds from government sources, or on contract with governments 
and hospitals in sufficient amount to provide exhaustive and detailed inspections such as those 
conducted by the C.I.B., or whether it may be possible to devise a modified audit that will 
serve the purpose of improving standards and providing valid accreditation without being 
so exhaustive and costly. (It is the opinion of the Committee that such a modified audit 
would have to be more adequate than that formerly carried out by inspectors of the American 
College of Surgeons, if it is to have any meaning.) A less costly survey would still have 
to be paid for either from membership fees (in the C.H.A.?), or from fees for service, or 
out of a special fund provided for the purpose (government grant). 

The Committee recommends to the Board of Directors: 

(1) That detailed consideration be given to this report, and that the opinions of the Directors 
on the foregoing items be returned to the Committee. 

(2) That the members of the Board of Directors, as well as of the Committee, take any 
opportunity that may occur to discuss informally with local representatives of member 
bodies of the Canadian Commission ways and means of establishing a mental hospital 
inspection service, and report at the next meeting of the Board of Directors. 

(3) That the Board of Directors consider the advisability of seeking membership in the 
Canadian Commission on Accreditation of Hospitals. 

(4) That the Board of Directors consider the question of certification of Mental Hospital 
Administrators by the C-P.A,. 

B. H. McNeer, M.D., 
Chairman. 

Dr. McNeel presented this report which was followed by some very general discussion. 
Moved by Dr. McNeel, seconded by Dr. Cappon,; 

THAT the report be adopted and 

THAT the committee continue to (a) develop standards for Canadian mental hospitals 
and (b) investigate means of financing the costs of an inspection service. CARRIED. 

At this point some of the psychiatrists from institutions for the mentally retarded 
raised the matter of standards and accreditation for such institutions. It was recommended 
that the Committee give consideration to this matter. 

Report of Committee on Constitution 

A number of suggestions have been received and considered by the committee. 

The question which the committee believes should be answered by the membership 
is whether, in their opinion, there are a sufficient number of minor changes or any one 
sufficiently important change to warrant the lengthy and cumbersome formalities involved 
in seeking the approval of the Secretary of State to change our constitution now. 

The Committee is of the opinion that the following changes should be made at this time. 

The points which were brought to the attention of the committee for consideration 
and the opinions of the committee on each point follow: 

1. MEMBERSHIP (Bylaws 6 and 7) 

Suggestions 

(a) continue to provide for inactive membership in cases of illness or inability to pay 

dues regardless of a minimum of 10 years in good standing. 

(b) Honorary life membership to be conferred automatically on those who have reached 

the age of 65 and have either been active members since the inception of the 
C.P.A. or have been active members for 25 years. 


Recommendations 
Reword By-law 6 

“Any active member or associate member who is unable to pay dues because of 
hardship or illness may apply to become an inactive member.” 
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Reword By-law 7 

Replace comma after “present” in 3rd line with a period and delete remainder of 
the clause. 

Add new sentence — “Any active member or associate member who has reached 
the age of 65 and has been a member since the inception of the C.P.A. or for a period 
of 25 years shall automatically become an honorary member.” 

FEES (By-laws 51 and 52) 

Suggestion 

These should be revised to state that active and associate members should pay such 
fees as may be determined from time to time by the association. 

Recommendation 

This committee agrees with the previous committee that there should be no change. 


AFFILIATION (By-law 53) 

Suggestion 

Specific allowance for the development of Provincial Divisions of the C.P.A. should 
be made. 

Recommendation 

While the committee recognizes the desirability of the development of the structure 
implied in this suggestion, it is unable to find any impediment in the present by-laws. 


BOARD OF DIRECTORS (By-law 25) 

Suggestion 

The 12 directors should be elected by the provincial groups and alternates with the 

power to vote at meetings of the Board of Directors should be allowed. 

Reconmiendation 

Reword By-law 25 

“(1) Twelve active members shall be nominated by the provincial divisions or affiliated 

societies on the following basis: 

(a) Two directors by the affiliated association in Quebec. 

(b) Two directors by the affiliated association in Ontario. 

(c) One director by the affiliated association in each of the remaining 8 provinces. 

(2) a. Where more than one affiliated society exists in a province, the director or 
directors from that province shall be nominated by a joint meeting of the executives 
of the affiliated societies. 
b. Where no affiliated society exists in a province, the director or directors from 
that province shall be nominated by a mail ballot of the members of the association 
in that province. 

(3) These nominations shall be accepted at the annual elections unless cause can be 

shown which makes any nominee professionally or personally unacceptable. 

(4) On specific occasions, when, because of distances or financial considerations 

Directors are unable to attend meetings of the Board, the Provincial Divisions or 

affiliated associations may appoint substitutes who shall have all the powers and privileges 

of their respective Director or Directors.” 

EXECUTIVE COMMITTEE 

Suggestion 

An executive committee consisting of the President, Vice-President, Secretary, and 

Treasurer should be empowered to carry on the business of the association between 

meetings of the Board of Directors. 

Recommendation 

Add to By-law 25 another section, No. 4. 

“(4) The President, Vice-President, Secretary and Treasurer shall be empowered to 

act as an Executive Committee to manage the affairs of the association between meetings 

of the Board of Directors. The activities of the Executive Committee shall be reported 

to the next subsequent meeting of the Board of Directors for ratification.” 


PAST PRESIDENT (By-law 24) 
Suggestion 
The Past President should be an ex officio member of the Board of Directors. 


Recommendation 
That By-law 24 be amended to include after the word “President” in line 2 the words 
“Past President”. 


' 
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VICE-PRESIDENT (By-laws 24 and 33) 

Suggestion 

The office of Vice-President shall be abolished and replaced by a President-Elect. 
Recommendations 

(a) By-law 24 shall be amended by substituting the words “President-Elect” for the 
words “Vice-President” in line 2. 

(b) By-law 33 shall be amended by substituting the words “President-Elect for the 
words “Vice-President”. 

DUTIES OF SECRETARY AND TREASURER 

Suggestion 

The duties of Secretary and Treasurer should be combined but an Honorary Treasurer's 
position retained. 

Recommendation 

There should be no change in the constitution but if the suggestion meets with the 
approval of the annual meeting the same individual could be elected to both positions. 
The position of Honorary Treasurer would appear to be unnecessary. 

GIFTS AND ENDOWMENTS 

Suggestion 

A legal method of accepting gifts and endowments is required. 

Recommendations 

By-law 339 and paragraph 6 of the Objects of the C.P.A. seem to provide a legal method 
of accepting gifts and endowments. 

MAIL BALLOT 

Suggestion 

Provision should be made in the constitution for the nominating committee to report 
to the Board of Directors early in the year and a mail ballot conducted before the 
annual meeting. 

Recommendation 

Because of the distances involved, inability to attend the annual meeting results in the 
disenfranchisement of a large proportion of the membership. A mail ballot usually 
results in a number of people not exercising their right to vote but at least these 
individuals are losing their vote of their own choice and not because of factors beyond 
their control. The majority of the committee recommends that the necessary changes 
be made in By-laws 20, 34 and 49 to allow for a mail ballot to be conducted before 
the annual meeting with provision for “write-in” nominations and the appointment of 
scrutineers. 

By-law 20, Clause (e) should be amended to read “announcement of the officers 
elected for the ensuing year”. 

By-law 20, Clause (f) should be added reading “Appointment of two scrutineers for 
the ensuing year”. 

By-law 34 shall be amended by deleting “at the annual general meeting” and substituting 
“by a mail ballot of the membership”, and by adding at the end of the present by-law 
a new sentence “The secretary shall send by mail to each active member a nomination 
form two months before the annual meeting and a ballot one month before the annual 
meeting.” 

By-law 49, present Clause (3) should be deleted and present Clause (4) should be 
renumbered (3). 

COMMITTEES 

Suggestions 

(a) By-law 49, sections (3) and (4) should be incorporated in section (2) and a new 
section (3) inserted stating that the Board of Directors or an annual meeting may 
appoint such committees as are deemed necessary to carry on the affairs of the 
association. 

(b) Members of committees should be appointed for such periods of time as are 
necessary to provide continuity of experience. 

Recommendations 

That no change be made in By-law 40. It is doubtful whether one Board of Directors 
should appoint committees for a term longer than the term of office of the Board. 
There is no reason why the same chairman and members should not be re-appointed by a 
new Board of Directors if desired. 


F. S. Lawson, M.D., 
Chairman. 
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Dr. Lawson presented his report. It was the general feeling of the meeting that the 
time had arrived when the Constitution should be carefully studied and revised to meet 
present needs. There was considerable discussion regarding fees and it became obvious that 
some individuals felt that fees should be increased while others were quick to point out that 
this might have a serious effect on the membership of the association. Moved by Dr. Jones, 
seconded by Dr. Davidson; 

THAT the Constitution be amended to provide for fees to be set by Annual Meetings 

of the Association. 

It was pointed out that this motion could only be a statement of principles as the Constitution 
could not be changed without prior notice of amendment being provided. On this basis the 
motion was put to a vote and CARRIED. 

Dr. Lawson moved, seconded by Dr. Stokes 


THAT the report of the Constitution Committee be adopted and that constitutional 
changes be prepared for the next Annual Meeting. In the development of these changes 
all of the local affiliate organizations should be approached and given an opportunity to 
express their views regarding needed changes and changes which will be ultimately 
recommended to the Annual Meeting for approval. CARRIED. 


Journal Management Committee 
The Journal has continued publication quarterly in the same format as the previous year. 


Over the past twelve months we have received approximately 30 manuscripts. Of this 
number 18 papers have been published. 


We now have over one hundred non-membership subscriptions and ten free and exchange 
subscriptions. 
The proceedings of the last annual meeting were published fully in the October 1956 
issue, including committee reports. Continuation of this procedure is recommended. 
The audited financial statement of the operation of the Journal for the year 1956 is 
as follows. It is to be noted that the deficit on last year’s operation was $237.00 which 
is considerably lower than the $600 anticipated at the 1956 General meeting. 

STATEMENT OF REVENUE AND EXPENDITURE 

From March 1, 1956 to December 31, 1956 


3 


4 


~ 


5 


~ 


REVENUE 
975.00 
4,183.33 
EXPENDITURE 
Journal — printing ... $2,897.75 
3,584.22 
Postage and miscellaneous 
4,420.54 
Excess of Expenditure over Revenue for year —. 237.21 


6) Budget 1958. It is planned to continue publication of ‘the Journal in the same format 
as 1957. There is, of course, a possibility of a rise in the cost of printing and other 
publication costs which cannot, at this time, be foreseen. However, experience has 
established that the management of the Journal, particularly the handling of subscriptions, 
advertising, records and accounts etc. requires an increase in the time of the Editorial 
Assistant, and it is proposed that a percentage of Non-member subscriptions and advertising 
revenue be apportioned as commission. Authority to make such arrangements as are 
considered advisable by the Journal Management committee is recommended. 


7) We propose to continue to have the Journal printed at the Runge Press. 
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8) We recommend the appointment of George Welch & Co. to be auditors of the accounts 
for the present year. 

9) We would like to express our appreciation of the valuable co-operation of Mrs. V. E. 
Appleton, the Editorial Assistant, the printing department of the Runge Press. The help 
of the editorial board in reviewing papers is gratefully acknowledged. A special mention 
of thanks is due to Dr. Marcel Berthiaume for his arduous task of providing translations 


F. C. R. Cuarke, M.D., 
Editor, 
Canadian Psychiatric 
Association Journal. 

Dr. Chalke presented the report. He informed the meeting that the Board of Directors 
had approved payment of the deficit and had authorized the Management Committee to 
review the remuneration of the Editorial Assistant and to take any necessary action. Dr. 
Chalke also reported on the brief meeting of the Editorial Board which took place during 
the lunch hour and felt that a number of valuable suggestions had been forthcoming. It was 
felt that steps should be taken to encourage the development of correspondence in the 
Journal. Moved by Dr. Chalke, seconded by Dr. Cappon: 

THAT the report of the Journal Management Committee be adopted. CARRIED. 

The President, on behalf of the meeting, expressed the thanks of the Association to 
Dr. Chalke for his efforts and this was unanimously endorsed by those present. 


* 


Committee on Psychiatric Coverage in Hospital and Medical Insurance Plans 
This committee has been assigned a “watching brief” with reference to trends in hospital 

insurance and pre-paid medical care plans. 

During the year a number of significant developments occurred which should be noted. 

These include the following: 

1. The Hospital Insurance plan announced by the Federal government in January 1956 is 

now being implemented and should be in force not later than 1958 in at least the required 

minimum of six provinces. 

While the Federal Government’s announced policy of excluding mental and tuberculosis 

hospitals from coverage has not changed it is significant that at least one province (Ontario) 

has announced that it will definitely include these facilities. Other provinces (e.g. 

Saskatchewan) had already provided free mental hospital care. We predict that compre- 

hensive hospital insurance including coverage for mentally ill patients in general and 

mental hospitals will be generally in effect within five years, with premiums paid by 
provincial taxation, assisted by Federal grants. 

3. In the meantime the voluntary Blue Cross plans are moving rapidly toward providing 
coverage for psychiatric patients. This is illustrated by the following developments 
which are in addition to those reported previously to this group: 

(a) Nearly two years ago the Ontario Blue Cross began paying for E.C.T. for out- 
patients on an experimental basis. While not covered in the contract it has agreed 
to pay $5.00 per shock to the hospital and, if the patient carries medical care insurance 
(Biue Shield), $5.00 per shock to the physician. In addition the Blue Cross is 
paying on demand an extra sum of $2-3.00 to the hospital for pre-shock medication. 

(b) As of January Ist, 1957, all national contracts under Blue Cross grant 31 days hospital 
cere during one admission plus a total of 70 days in the life of the contract. 

(c) Manitoba Hospital Services Association in its new contract available April Ist, 1957, 
is providing coverage amounting to 80°. of the association’s regular hospital allowance 
for psychosomatic, psychoneurotic and addiction disorders, (excluded: psychoses, 
mental deficiency and psychopathic personality). 

4. In contrast to these trends is the adamant refusal of the Blue Cross in Quebec to pay 

for day care treatment even though it has been established that this may keep a patient 

out of 24 hour care at substantial saving to the insuring organization. 

There is some evidence that the average length of stay of psychiatric patients in general 

hospitals is being determined more by the number of days covered by insurance than 

by the number of days treatment indicated by the patient's psychiatric condition. This is 

a point which should be carefully checked lest it be used as an argument against 

accepting psychiatric patients. 

6. Many of the professionally sponsored pre-paid medical care plans in Canada have also 
improved their policies with reference to the care and treatment of psychiatric patients. 
The present position of these plans in this regard has been summarized and is attached 
herewith. (Appendix A) 


wm 
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7. Finally the chairman requests that the title of this committee be changed from the 
present somewhat ambiguous one (Committee on Fee Charging and Medical Care Plans) 
to the more accurate title, COMMITTEE ON PSYCHIATRIC COVERAGE IN HOS- 
PITAL AND MEDICAL INSURANCE PLANS. 

J. D. M. Grirrix, M.D., 
Chairman. 


APPENDIX A 


Information re: PAYMENT TO PSYCHIATRISTS BY MEMBER PLANS OF 
TRANS-CANADA MEDICAL PLANS 


NOVA SCOTIA: 
$15.00 consultation for referred case. 
Very limited allowance made for Psychotherapy. 

NEW BRUNSWICK: 
Under new Service plan gradually developing, Psychiatrist paid on same basis as any 
other specialists for first visits. 
$15.00 allowed for first Shock Treatment; $5.00 for subsequent treatment. 
Under New Brunswick Indemnity plan, specialists are not recognized and no special 
provision made for such payments. 

QUEBEC: 
Comprehensive Service plan presently under process of development, and no contracts 
as yet in effect. 


PHYSICIANS’ SERVICES INCORPORATED: 
For referred consultations, Psychiatrists are paid $25.00. 
Unreferred, direct consultation with patient, $15.00 fee allowed. 
$5.00 per treatment allowed for Convulsive Therapy. Usual payment covers an average 
of about 65 treatments. 
Interviews of 45 minutes or longer — $5.00. 
P.S.I. does not attempt to provide Psychiatry on a service basis but rather to cover 
a portion of the patient's bill. 
WINDSOR MEDICAL SERVICES INC.: 
Psychiatrists are not participating doctors but as with P.S.I., Windsor Medical Services 
attempts to pay part of the cost of such services. 
Allowance: referred consultation — $10.00 
unreferred first visit — $5.00 
subsequent — $3.00 


MANITOBA MEDICAL SERVICE: 
Unreported. 


MEDICAL SERVICES INC. (Saskatoon) 
Pays $15.00 for first consultation, but no further allowance for follow-up. 
No payment made for Shock Treatment. 


GROUP MEDICAL SERVICES (Regina): 
Operates on strictly a G.P. Schedule and no specialist services recognized. Recent 
changes now being made in contract to make it similar to M.S.I. Saskatoon. 
MEDICAL SERVICES (ALBERTA) INC.: 
Will pay a Psychiatrist for a referred consultation — $25.00 and a referred consultation 
definitely implies that the patient will be returned to his attending doctor. 
When a Psychiatrist sees the patient and then carries on with the patient, he is paid 
$15.00 for the first visit. 
Convulsive Therapy and Psychotherapy — paid at the rate of $10.00 per hour. 
MEDICAL SERVICES ASSOCIATION (B.C.) 
M.S.A. pays the schedule allowance for consultation fee of $20.00. 
Psychotherapy fee of $15.00 per hour; $10.00 for half-hour; and $5.00 for 15 minutes. 
Shock Treatment allowed at $5.00. In addition to the Shock Treatment, an Anaesthetist 
is paid. 
Limitation on Psychotherapy. Plan will pay $20.00 plus Psychotherapy Treatments up 
to a maximum of 15 hours or $225.00. This limit went into effect September, 1955. 
The above is a summary of the arrangements reported by the Medical Directors of the 


above referenced Plans, as being in effect in their respective organizations. 
This report was tabled for information. 
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Committee on the Relationships Between Psychiatrists and Psychologists 


The committee has endeavoured to keep informed of these developments which affect 
the working relationships between these two professional groups. One of the members 
(Dr. W. C. Scott) has prepared a definitive statement on the history and present status 
of the relationship between Psychiatry and Psychology in Great Britain, France, United 
States and Canada. This is too lengthy a document to read here and is being submitted 
to an appropriate scientific journal for publication. 

In last year’s report, mention was made of the fact that in New York State professional 
certification of psychologists had been established by special legislation. Since this time 
similar legislation has been promoted in other states (e.g. California) and some activity in 
the same direction is reported in at least two Canadian provinces. 

Last year a number of fully qualified psychologists residing in Quebec province organized 
a body known as the Corporation of Psychologists of the Province of Quebec. This body 
received its charter in August 1956. It is planned to establish uniform qualifications for 
membership (M.A. degree plus seven years experience or Ph.D. degree and three years 
experience). It is hoped that the provincial government will then pass legislation certifying 
all members of the corporation and from that time on all psychologists who qualify for 
membership in the corporation will be in effect “certified”. 

In Ontario some preliminary moves have been made toward the establishment of a 
Board of Examiners in Psychology with authority to “certify” qualified psychologists, 
This idea is being advanced by the Ontario Psychological Association with the informal 
advice and assistance of the Ontario College of Physicians and Surgeons and other medical 
and psychiatric authorities. 

During the year prominent Canadian psychologists brought to our attention sections 
of the American Psychological Association’s Ethical Standards, to which we understand 
most Canadian psychologists subscribe. These state in part: “that psychologists doing 
psychotherapy may be expected to establish and maintain effective intercommunication with 
a psychologically oriented physician”, so that there will be “adequate provision for diagnosis 
and treatment of medical problems”. 

The committee feels that the usual and most desirable interpretation of this principle 
is that the clinical psychologist will establish an effective working relationship with a 
psychiatrist. 

With this interpretation in mind the committee was somewhat concerned to learn that 
in several of the larger general hospitals in Canada, psychologists are employed in a capacity 
where they are directly responsible to the superintendent and where there is no stated policy 
of relationship to either psychiatrists, psychologically oriented physicians or psychiatric 
divisions, departments or services. In some of these settings there seems to be a tendency 
for the psychologist to work quite independently of the psychiatric service. The committee, 
while recognizing the complete autonomy of the psychological profession feels that in general, 
such an independent type of operation is not in the best interests of the sick patient. 

J. D. Grirrin, M.D., 
Chairman. 
This report was tabled for information. 


Committee on Psychiatric Education 


Your Committee on Psychiatric Education has explored a number of matters of extreme 
importance to psychiatric education in our country during this past year. While it may 
very well be that as yet little definite has come out of all this activity, certainly members 
of the Committee have had occasion to put a good deal of thought on questions of psychiatric 
education in Canada. I believe in each province they have brought to the attention of 
psychiatrists matters of importance on which decisions will have to be reached and thus 
served at least an educational purpose, and I think eventually a productive purpose in 
providing a better plan for Canadian psychiatric education. 

In presenting this report, | would first like to comment on the actual mechanics of the 
Committee during this year. As a result of a suggestion which I made at the annual 
meeting of this association a year ago, this Committee was set up with a nucleus committee 
from Halifax composed of Dr. F. A. Dunsworth, Dr. M. Mendelson, and myself. At the 
first meeting of this nucleus group, corresponding members were selected who would 
represent each provincial area in Canada. Invitations were forwarded to the members chosen 
asking if they would accept membership on this Committee. Of the original choices, all 
but one did accept, so that the final makeup of the Committee has been wide geographically 
and also has been wide from the standpoint of different psychiatric interests. 
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To illustrate this diversity of interest, of the fourteen members of the Committee five 
are full-time employees of provincial mental hospitals; four are primarily concerned in 
university teaching; four divide their time somewhat evenly between university teaching, 
the private practice of psychiatry, and provincial mental hospital work, and only one person 
is primarily engaged in private practice. Thus, if any group has been left out in this 
Committee’s formation, it is the private practitioner of psychiatry. 

Following the acceptance of membership on the Committee, the minutes of the original 
meeting were forwarded to all members, asking that they return their comments on the 
points discussed. This was done very faithfully. The original minutes plus the new 
material collected in this way then served as the basis for the next meeting, and the result 
of these new discussions were again circulated with the request that the corresponding 
members discuss the material with representative bodies in their own geographical area. In 
all the provinces, the corresponding members have worked extremely well. A good deal 
of correspondence has passed between the central committee and the corresponding members. 
From this type of joint effort the present report has emerged, but it has not been seen in 
its final form by some committee members. 

I have spent some time in describing the mechanics of this Committee because I think 
it has worked well and has proved to be far superior in getting something done than the 
previous committee structure. I would like here to express my own thanks and the thanks 
of the central committee for the great amount of work the corresponding members have 
put into the production of this report. In particular, | would like to thank Dr. Frazier 
Walsh of the Hospital for Nervous and Mental Diseases in St. John’s, Newfoundland who 
has prepared a suggested outline for teaching in the provincial mental hospitals and Dr. 
F. E. Coburn, Associate Professor of Psychiatry at the University of Saskatchewan who is 
working on a curriculum for the undergraduate teaching of psychiatry. 

Major Points Under Discussion During This Past Year — These can be grouped under 
the following headings: (a) Graduate psychiatric training leading to the Certification 
examination of the Royal College of Physicians and Surgeons of Canada. (b) The Fellowship 
examination of the Royal College of Physicians and Surgeons of Canada. (c) Undergraduate 
training. 


Grauate Psychiatric Training Leading to the Certification Examination of the Royal College 
of Physicians and Surgeons of Canada 

A great deal of discussion has gone on regarding a statement of requirements for the 
Certification examination. By and large, the Committee has found itself in agreement on 
general principles, but there have been certainly very vocal groups in various parts of Canada 
which have found fault with one or the other of the Committee’s recommendations. The 
main difficulty has been that almost every recommendation has had someone to find fault 
with it; at the same time expressing strong approval of recommendations which were 
criticized by groups in other professional areas. It would seem that there is a very sharp 
division of opinion regarding such matters as where postgraduate psychiatric education 
should be carried out, how long a period of training should be demanded, what course 
content should be, etc., and following a very prolonged discussion with the Board of 
Directors it was decided to make no recommendations this year but to hand the problem 
back to the Committee for further study and one would hope a more generally acceptable 
statement in the near future. 


Fellowship Examination in Psychiatry 

In November of 1956, the following resolution was moved by Dr. Ewen Cameron and 
seconded by Dr. Aldwyn Stokes and carried, “that the fellowship examination of the 
Royal College of Physicians and Surgeons in Medicine as modified for psychiatry should 
be regarded as unsatisfactory in its present form and is therefore detrimental to the training 
of psychiatrists.” The nucleus committee strongly supports this resolution, and the majority 
of corresponding members of this Committee agree with this attitude. However, there 
seems to be no general opinion across Canada as to what change could be made in this 
unsatisfactory state of affairs so that it is impossible to forward any specific recommendations 
at this moment. Two suggestions have come forward; namely, that the present regulations 
would be satisfactory if it were clearly understood that the type of medicine which is 
asked in this examination should be medicine related to psychiatric problems and if it is 
equally clearly understood that the examiners for Fellowship are going to insist on a high 
degree of psychiatric proficiency. Secondly, that a new regulation should be written 
regarding candidates for the Fellowship examination in Medicine as modified for psychiatry 
to serve one year in a general medical setting and four years in psychiatric training as 
required for the certification. A third suggestion which has recently come to the Chairman 
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is that the fellowship should be organized in much the same way as I understand the 
Edinburgh Fellowship is; namely, that the candidate for the Fellowship should first complete 
whatever medical requirements are necessary and get this examination off and then proceed 
with his psychiatric education. Probably the best suggestion is that the Fellowship in 
Medicine be done away with, and this be made a Fellowship in Psychiatry, which demands 
a reasonable standard of medicine for top-flight psychiatrists. These suggestions are passed 
on to this meeting and to the new Committee on Psychiatric Education for discussion. 


Undergraduate Training 

While a great deal of discussion has gone on concerning this during the past year, no 
final curriculum has been presented. It has been agreed that the curriculum prepared by 
the Committee on Medical Education of the American Psychiatric Association and published 
in the February, 1956 issue of the Journal of Medical Education, Vol. 31, No. 32 can be 
taken as a tentative outline for teaching in Canadian medical schools. However, as mentioned 
above, Dr. Frank Coburn of the University of Saskatchewan is actively working on a 
statement regarding undergraduate teaching which will be available shortly for the Committee's 
general discussion. 

The above represent the major areas of activity of your Committee on Psychiatric 
Education during this past year. In addition to these matters, the Committee has actively 
supported and tried to stimulate psychiatric education across Canada and has supported 
ia by the Department of National Health and Welfare, the Association of Canadian 
Medical Colleges, and the personal efforts of Dr. Aldwyn Stokes and Dr. Ewen Cameron 
to organize a day’s discussion of psychiatric education. This was held in this city on 
Wednesday last. Only the ground work of this Committee has been explored this year, 
and there is still a good deal of work to be done on the material already considered and 
many new matters to be discussed if Canadian psychiatric education is to operate more 
smoothly in the future than in the past. At the present moment there appear to be a 
number of conflicting trends and interests in psychiatric education and that the best interests 
of education are in some cases secondary to other considerations. However, a great many 
of these seem to the Committee to arise because there is no clear spelling out of the 
organization of psychiatric education in Canada; and there is no agreed-upon assignment 
of responsibility to the organizations best fitted to accept it. 


This year we have concerned ourselves with postgraduate and undergraduate psychiatric 
education almost exclusively and have made no mention of research as it relates itself to 
psychiatric education. It would be the Committee’s impression that the stimulation of research 
interests in psychiatric departments in Canadian medical schools is an area of teaching 
which is being neglected and would recommend that future Committees direct some attention 
to this matter. If there is a committee on research of this organization, close collaboration 
between the committees might be profitable. 

No attention has been paid by your Committee either to the extremely important 
question of psychiatric education for the general practitioner, specialists in other fields in 
medicine, and the whole group of workers in the field of mental health, nurses, social 
workers, psychologists, etc. It is the belief of your Committee that our Association should 
have some statement to make in all of these fields and again would recommend future 
committees to have some interest in these matters. 


In summary it would seem that at present we envision enough work to keep the 
Committee on Psychiatric Education busy for many years to come. 
Respectfully submitted. 
Rosert O. Jones, M.D. 
Chairman. 


Dr. R. O. Jones presented this report for information only. He indicated that there 
had been agreement amongst the Directors regarding the general principles involved but 
that the specific details required further study and his committee was recommending that 
these matters be passed to a new committee for further consideration. There was considerable 
discussion regarding the Fellowship requirements and Dr. Jones pointed out that the 
Royal College of Physicians and Surgeons was not inclined to change the regulations 
regarding the Fellowship at this time. It was suggested that other specialty groups might 
not be very happy about their Fellowship examinations and that CPA should mobilize their 
support for proposed changes in the Fellowship requirements. Some members present 
felt that the Fellowship in Medicine as modified for Psychiatry should be abandoned and 
that a special Fellowship in Psychiatry should be established. Moved by Dr. Cameron, 
seconded by Dr. Dunsworth: 
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THAT the Committee on Psychiatric Education be requested to enter into discussions 
with the national associations representative of the various specialty groups in medicine 
and to discuss with them the feasibility of making joint representation to the Royal 
College of Physicians and Surgeons with respect to the establishment of a Fellowship 
as an advanced degree set up entirely within the area of the particular specialty concerned. 
Further discussion followed during which it was pointed out that such a degree might 
be too limited and that it might re-open the whole matter of the relationship of psychiatry 
to the practise of medicine as a whole. There was a great danger that psychiatry might 
be over-emphasized without an awareness of medicine as a whole, particularly during this 
period when advances were being made in the treatment of psychiatric conditions with 
so many pharmaceutical preparations. The matter of relationship with Neurology was 
also aired. Some British psychiatrists expressed the view that the M.R.C.P. in Britain 
is harmful to the advancement of psychiatric education and there were those who felt 
that psychiatric education needed to be improved rather than expecting psychiatrists to 
study more medicine and pathology. Examinations now seemed designed to protect the 
medical and general field rather than psychiatry and this might be harmful to the develop- 
ment of future psychiatric programs. There were those who felt it was no longer possible 
to talk of general medicine as a specialty because there are now so many specialties within 
that single area. It was pointed out that if liaison were established with other specialty 
bodies it should be on a selective basis because some of the specialty groups are quite 
happy with the present arrangements. Amongst the specialty groups which might be 
considered are the paediatric society and the Canadian Public Health Association. CARRIED. 
Dr. Jones next reviewed the present situation regarding undergraduate education and 
reported that a meeting of Deans and Professors of Psychiatry in Edmonton on June 19th 
had been most successful and stimulating. He also mentioned the need for proper training 
in the area of research and felt that the new Committee on Psychiatric Education should 
give this matter more careful consideration. Moved by Dr. Jones, seconded by Dr. 
Dunsworth; 
THAT Dr. Jones’ report be adopted and that the Committee on Psychiatric Education 
be continued. CARRIED. 


Report of the Representative of the Canadian Psychiatric Association to the 
General Council of the Canadian Medical Association 


I had the honour of representing the Canadian Psychiatric Association as its delegate 
to the Council of the Canadian Medical Association at its Edmonton meeting on June 17 
and 18. 

At this meeting there were a number of matters discussed which were of great 
importance to general medicine and of psychiatry, and there were several matters which 
were specifically of interest to psychiatrists of Canada. I am therefore submitting a short 
note concerning the material discussed and trying to pick from a vast array of material 
the matters which would concern Canadian psychiatry. These are the following: 

1. The proposed amendments to the by-laws of the Canadian Medical Association. 
In Chapter 10, Section 2 of these proposed amendments there is provision for a new 
type of section of the Canadian Medical Association which would be organized for business 
purposes. It would thus be possible to have a section of psychiatry in the Canadian Medical 
Association which would function not simply as a paper hearing body as in the past but 
could carry on the business function and might be a channel for the expression of Canadian 
psychiatric views to the General Council of the C.M.A. Certainly I think this move 
should be watched closely, and we should be prepared to benefit from it if it seems indicated. 

2. The new proposals for hospital accreditation. As you probably know, an_ all- 
Canadian program of hospital accreditation is to be set up; and it is the intention of the 
Canadian Medical Association to withdraw from the present Joint Commission on Accredita- 
tion of Hospitals as of December 31, 1958. The present method of hospital accreditation will 
be replaced by a Canadian commission with representatives from the Canadian Hospital 
Association, the Canadian Medical Association, The Royal College of Physicians and 
Surgeons of Canada, and L’Association des Médecins de Langue Frangaise du Canada. In 
the report of the C.M.A. representative on the joint commission of the accreditations of 
hospitals, the following statement is made. 

“Changes in the method of survey in the accreditation of psychiatric hospitals has been 
under study, and in the near future a new method of accrediting hospitals will be 
instituted.” It would appear then that this move for hospital accreditation may be of 
very great importance to Canadian Psychiatry, and this becomes more apparent when one 


t 
| 
| 
} 


224 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 2, No. 4 


learns that a member of our Association has been appointed recently to the Hospital 
Accreditation Committee. Therefore it behooves the Association to watch this new develop- 
ment carefully and try to aid in the planning of a system of hospital accreditation which will 
be beneficial to the best development of our specialty. 

3. The Committee on Pharmacy. After some little difficulty in phrasing a resolution 
which would not put alcohol on the prescribed list recommended through the Council 
recommended to the Food and Drug Division, Department of Health and Welfare that 
ataractics be added to the schedule of preparations available only on prescription. 

4. Of great interest to the physicians in government employ was the qualified en- 
dorsation of a resolution from the Canadian Public Health Association having to do with 
the latest statements of that body on minimum salaries for public health personnel in Canada. 
Final approval was left to the Executive of the Committee since the actual schedule of 
fees was not available at the meeting, but I have no doubt that our colleagues in public 
service will have the support of the Canadian Medical Association in their efforts to raise 
their salary standards. 

5. Another point of very great interest to individuals employed by any sort of body 
had to do with the provision of a recognized system for the arbitration and negotiation 
of issues following the original drawing up of a contract. The Canadian Medical Association 
added the following to the statement of principles respecting health insurance. “No doctor 
or group of doctors should enter into an agreement respecting remuneration for professional 
services with any non-governmental, semi-governmental, or governmental body without 
prior assurance of a recognized system for the arbitration and negotiation of issues, such as 
remuneration in terms of service.” Apparently lack of this renegotiation clause has proved 
a very serious handicap to our British brethren in their efforts to deal with the government 
control of medicine in that country. 

6. The most interesting report was received from the Committee on Income Tax which 
is of special interest to psychiatrists in private practice. It was announced that the Committee 
was actively engaged in exploring various alternative schemes which would allow individuals 
privately employed to provide a pension scheme for themself — the funds so used being 
income deductible. Any money invested in this way before February 1958 is deductible 
from the 1957 income, and physicians were urged to wait for the official C.M.A. scheme 
and to examine it closely before embarking on other types of pension schemes. (It has 
been announced at the meetings of the provincial division that a very advantageous scheme 
has been negotiated for Canadian doctors which gives them the choice of the fixed 
annuity plan or of a savings plan based on common stock funds. My financial betters tell 
me that the arrangements arrived at are far superior to anything being offered by any 
commercial organization.) 

As I stated in my preamble to this report, Mr. President, this contains only a small 
part of the many interesting discussions which went on at this Council meeting over the 
two days. A great deal more of the proceedings would be of interest to Canadian 
psychiatrists as doctors if not being specifically related to their specialist field. We in 
psychiatry have had a somewhat immature and paranoid attitude at times regarding our 
acceptance by our professional brethren. As long as we lock ourselves away in specialist 
societies or in special hospitals and do not participate in the give and take of general medical 
organizations, we carry with us the reputation that we deserve. I have tried to write this 
report to show there is much that goes on in the Canadian Medical Association in which 
Canadian psychiatrists are vitally interested. If (as some of our psychiatric brethren appear 
to be) we are interested in nothing but our financial status, there is still much happening 
in organized medicine that makes our participation very worthwhile. 

I would like then to conclude this report with a plea to the members of the Canadian 
Psychiatric Association to interest themselves in the broader aspects of medical organization. 
I believe this will be personally worthwhile and will be one of the things that raise the 
status of Canadian psychiatry. 

Respectfully submitted. 

R. O. Jones, M.D., 
Delegate, CMA. 

Dr. Jones who had represented CPA at the meetings of CMA General Council 
presented his report. Moved by Dr. Jones, seconded by Dr. Lawson 

THAT the report of the delegate to the General Council of CMA be adopted. 
CARRIED. 

At this point there was considerable discussion regarding CPA-CMA relationships as 
a result of which it was moved by Dr. Dunsworth, seconded by Dr. Cappon 
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THAT the present relationships with CMA be maintained until the Board of Directors 

have considered the matter further and recommended action to the next Annual Meeting. 

It was suggested that the Secretary review CPA-CMA relationships with Dr. Kelly 
at an early date. OARRIED. 

* * 
New Business 

Open Hospitals 

Dr. D. E. Cameron moved, seconded by Dr. Mitchie 

THAT the CPA endorses the principle of the resolution passed at the ninth meeting 

of the Advisory Committee on Mental Health regarding open hospitals and notes with 

satisfaction the continued development of this policy in Canada. 
In speaking to this motion, Dr. Cameron pointed out that the wording of the resolution 
was important, particularly as regards the use of the words “ultimate objective” and “save 
where particular circumstances indicate otherwise”. There was considerable objection to 
the motion and it was pointed out that ‘open doors’ are the end product of the process 
of giving the patient greater and greater freedom. It is possible that ill-timed and overly 
aggressive action regarding open hospitals might bring about serious public repercussions. 


After further discussion regarding the importance of the words indicated earlier the motion } 
was CARRIED. 


World Congress of Psychiatry 
Dr. Cameron moved, seconded by Dr. McNeel 
THAT CPA invite the World Congress of Psychiatry to hold their third Congress 
in Canada in 1961. 
There was considerable discussion regarding the financial and other arrangements for such | 
a meeting following which the motion was withdrawn. A new motion was introduced by 
Dr. Weil, seconded by Dr. Cameron 
THAT the Board of Directors be empowered to study the possibility of inviting the i 
World Congresses of Psychiatry to hold their third Congress in Canada and to take ! 
whatever action is considered desirable. CARRIED. 


Annual Meeting 1958 


The Secretary read a letter from the Nova Scotia Branch of the Maritime Division of 
CPA inviting the CPA to hold its annual meeting in Halifax in 1958. It was the unanimous 
feeling of the meeting that this invitation should be accepted. 


Psychiatric Research 
Dr. Lawson brought to the attention of the meeting suggestions he had received from 
various people working in the field of psychiatric research. He stated that they were 
most anxious to obtain better financial support than was presently available and recommended 
that a committee be established to consider this matter. Moved by Dr. Lawson, seconded 
by Dr. Cameron 
THAT the incoming Board of Directors appoint a committee to enquire into the 
matter of financing research in this country, the United States and Europe, to solicit 
briefs from research groups across the country and to return a report to the next 
annual meeting of the Association. 
In speaking to this motion Dr. Lawson pointed out that there was considerable need for 
leadership in the field of psychiatric research, for intensive study by responsible psychiatrists 
and for liaison with other people in medical research. CARRIED. 


Relationship of CPA and CMHA 

Dr. McNeel raised the question of the relationship between CPA and CMHA and, in 
particular, the fact that CMHA was engaging in special studies which were of major concern 
to psychiatrists. Moved by Dr. McNeel, seconded by Dr. Weil 

THAT a liaison committee of CPA and CMHA be established. 
Amendment by Dr. Stokes, seconded by Dr. Jones 

THAT CPA ask CMHA to request CPA to nominate a member of CPA to sit on the 


Scientific Planning Council of CMHA as a representative of CPA on that body. 
AMENDMENT CARRIED. 


Election of Officers 
The Nominating Committee presented its report which was unanimously adopted. 


The meeting ADJOURNED at 5.40 p.m. 
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INSTITUTE OF PSYCHOTHERAPY 
Kingston, Ontario, Canada 
Liberty 6-3116 
A Licensed Hospital for the Treatment of Nervous Ailments 
Psychoneuroses, Personality Disorders, Selected Addictions 
Dynamic Psychotherapy with Physical Therapy Adjuncts 
Outpatient Services 
Brochure on Request Georce D. Scorr, M.D., Director 


CHILD PSYCHIATRIST 

Child Psychiatrist required for a new psychiatric hospital for children 
at Thistletown near Toronto. The hospital will have 75 beds and deal 
with a complete range of children’s psychiatric problems. Applicants 
should hold the Certificate in Psychiatry and have experience with 
children. Teaching or research interests are an advantage. Salary — $8,000 
to $10,000 according to experience. Applications should be made to 
Dr. B. H. McNeel, Chief, Mental Health Division, Department of Health, 
Province of Ontario, Queen’s Park, Toronto. 


PSYCHIATRIST (RESEARCH) 
required by 
SASK. DEPT. OF PUBLIC HEALTH 
for 
SASK. HOSPITAL, NORTH BATTLEFORD 


SALARY RANGE: $698—$828 per month. 

REQUIREMENTS: Certification in psychiatry by the Royal College of 
Physicians and Surgeons of Canada and interest in research. Research 
experience is desirable but not essential. The appointee will be required 
to head a psychiatric research team in the Sask. Hospital, North Battle- 
ford. This unit forms part of a provincial research program with emphasis 
on the study of schizophrenia. There will be opportunity for independent 
research on related problems. 

APPLICATIONS: Application forms and further information available 
at Sask. Hospital, North Battleford and Public Service Commission, 
Legislative Bldg., Regina. Applicants should refer to file c/c4930. 


BALDPATE, Ine. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 


Located in the bills of Essex County, 30 miles north of Boston 


For the treatment of psychoneuroses, personality 
disorders, psychoses, alcoholism and drug addition. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy 
under direction of trained occupational and recreational therapists. 


Harry C. Sotomon, M.D. Gerorce M. Scutomer, M.D. 
Consulting Psychiatrist Medical Director 


Canad. Psychiat. A.J. 
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LIMITED 


Ultra-high potency means low dosage and low cost with this 
unusually effective new tranquilizing compound. As little as 
1 or 2 mg. t.id. exerts a marked screening or insulating 
effect on higher brain center receptors without blunting 
the mind. Concentration may suffer slightly, but the irtellect 
remains clear. 


Thus Levol (benactyzine hydrochloride) helps raise the 
patient’s threshhold to disturbing external stimuli. He is 
then able to view his problems in a more detached manner 
and no longer fears being engulfed by them. 


Inexpensive 3 mg. Levol Capsules (long-acting) and 2 mg. 
Levol Tablets have practically no effect on blood pressure 
or metabolism. To relieve anxiety, tension, psychomotor 
hyperactivity and fear, to assist in restoring the patient to 
more useful daily function. 

Dosage: Levol (long-acting) Capsules, — one capsule at breakfast 
for three days then one capsule morning and evening. 

Levol Tablets, — % tablet 3-4 times daily for three days then 1 
tablet 3-4 times daily. 


Package: 100’s. 
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REITER MOL-AC 


SAFE 

The Mot-ac ui provides the highest degree 
of complete electrical isolation, by far exceeding 
official code requirements, to assure the maxi- 
mum in safe operation. 


EFFECTIVE 


Clinical results have been uniformly excellent. 
Side effects are automatically reduced. The 
MOL-ac 11 is acclaimed internationally by lead- 
ing physicians and institutions. 


AUTOMATIC 


The MoL-ac 1 provides a highest initial cur- 
rent to initiate seizure pattern with an automatic 
reduction to safe low voltage in every case. 
Instantly and automatically re-set for repeated 
treatments. 


EASY TO USE 


Controls are simplified — one 3-position cur- 
rent intensity dial and one treatment switch. 
Just plug in ordinary AC current and the 
MOL-ac II is ready for immediate use. The 
MoL-ac 11 has a handsome walnut case. Attrac- 
tively priced at $100.00 complete with phy- 
sician’s bag and attachments. 


DURABLE 


Ingenious design with only one moving part. 
Remarkable freedom from service requirement. 


Reiter leads in progressive research. 
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OFFICIALLY APPROVE iNsTRU ENT 
ICH HAS ALSO WON POPULAR /APPROVAL. 
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Vutroducing 
: A NEW PRODUCT 


for 
quick 
effective 


relief from 


itching 


and various 


allergic 
manifestations 


For literature and sample, write to: 


HARMACEUTICAL q 
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SANDOZ 


INSTITUT ALBERT PREVOST 


6555 Gouin Blvd. West, Montreal Phone RI 4-6481 


Front View 
Psychiatric Institution with modern physical facilities. 


Accommodation for 145 patients. Comfortable rooms, large parlours and living 
rooms. Occupational and recreational activities, indoors and outdoors. 


Complete Laboratory facilities including X-Ray, E.E.G. M.B.  Electro- 
cardiograms. 


Psychotherapy of psychoanalytical orientation. All other accepted therapies are 
used as indicated. 


Apart from the psychiatric medical Staff, consultants in all specialties are available. 
An adequate nursing personnel assuring continual care. 


All information sent on request. 
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older concepts, in ‘ig 
ANNOUNCING... ~ 
(tril-d-fon perphenazine) 


the full-range tranquilizer 

WITH MARKEDLY ENHANCED POTENCY 
equally valuable in all degrees of psychic disorder 
responsive to tranquilizing therapy 


— AGITATED HOSPITALIZED PSYCHOTICS 
— AMBULATORY PSYCHONEUROTICS 


— OVERANXIOUS AND OVERTENSE 
OFFICE PATIENTS 


—unexcelled also as a most potent antiemetic 

—uniquely high therapeutic index 

—jaundice and impaired liver function extremely rare in studies to date 
—virtual absence of significant hypotension 

—agranulocytosis not reported 

photosensitivity of skin not elicited 

—nasal cong 

—potency 5-fold over older ph hiazi deri 


Dosage: To obtain tranquilizing effect 4 mg. three or four times daily or less. Disturbed patients 
may require up to 24 mg. a day. Even higher dosage may be temporarily necessary in 
severely disturbed hospitalized patients, especially during early management. 4 mg. 
twice daily is usually sufficient to control the symptoms of nausea and vomiting. 

Packaging: TRILAFON Tablets: 2, 4 and 8 mg., bottles of 50 and 500. 

TRILAFON Tablets: 16 mg., bottles of 500. 


TRILAFON, brand of perphenazine. 


: 
— 
— 
= 
| 
‘ 


\NXIETY +» WORRY + HEADACHE - TENSION 


MEPROBAMATE 
(2-methyl-2-n-propyl-1, 


Patented 1957, No. 537437 


Supplied : Equanil (scored) 
ree tablets, 400 mg., bottles of 50. 


3-propanediol dicarbamate) 


>teristic premenstrual symptoms 


RELAXES BOTH 
MIND AND MUSCLE | 


“Because of relief, both somatic 
and psychic . . I consider 
meprobamate an important addi- 
tion to the useful implements ° 
of-the general practitioner and 
gynecologist.” 


V. M. Pennington, M.D.., 
J.A.M.A. Vol. 164, No. 6 (June 8)1957.- 


Comprehensive literature on request 


REG. TRADE MARK 
WALKERVILLE, ONTARIO 
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*Reg. Trademark 


Emergency: acutely agitated patient 


You are ready with SPARINE in your bag to cope 
promptly with acutely agitated patients. 

SPARINE offers immediate action to quiet hyperactivity and 
to facilitate cooperation. Always carry it. 

SPARINE is well tolerated on intravenous, intramuscular, or oral 
administration. Toxicity is minimal—no case of liver damage 


has been reported. Parenteral use offers (1) minimal 
injection pain; (2) no tissue necrosis at the injection 


site; (3) potency of 50 mg. per cc.; (4) no need of wy ) 
reconstitution before injection. Wyeth 
Professional literature available upon request. Registered Trade Mark 


WALKERVILLE ONTARIO 
MONTREAL WINMIPEG VANCOUVER 


HYDROCHLORIDE 
Promazine Hydrochloride hydrochloride 


Patented 1952, 1955 
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Homewood Sa nilarium 


ESTABLISHED 1883 


a. PRIVATE hospital for the diagnosis, care and treatment of all 
types of psychiatric disorders. An adequate staff of specialists study 


each patient carefully and fit the treatment to his individual needs. 
Excellent cuisine, comfortable accommodation and personal atten- 
tion of specially trained nursing staff contribute to the recovery 
of the patient. All types of modern therapy are available, including 
Psychotherapy, Insulin and Electro-shock, combined with excellent 
Occupational and Recreational facilities. The Sanitarium buildings, 
accommodating 225 patients, are situated in a very attractive setting 
within the confines of the City of Guelph. Patients who are 
policyholders with the Ontario Blue Cross Plan for Hospital care 
or Life Insurance Hospitalization schemes are eligible for benefits. 
Visits by physicians and other interested parties are always wel- 
comed. For further information write or telephone TA 4-1010. 


A. L. MacKINNON, M.B., Medical Supt. 


THE HOMEWOOD SANITARIUM OF GUELPH, ONTARIO, LIMITED 
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“ALSERIN’ 


For the “quiet” hospitalization of the 
acutely disturbed patient. 


For the symptomatic treatment of anxiety 
expressed as behaviour problems in 
children, sleeplessness, restlessness, 
aggressive outbursts, feelings of inade- 
quacy, paranoid attitude, depression, 
irritability, psychosomatic disturbances, 
attacks of weeping and feelings of 
inferiority. 


“ALSERIN” 0.1 mg. 


TABLET NO. 845 


“ALSERIN” 0.25 mg. 


TABLET NO. 395 


ALSERIN 1 mg. 


TABLET NO. 829 


Dosage 
must be Individualized. 
In general practice — 0.1 to 1 daily. 
In patients r minimal doses, medi- 
cation may be administered in a single 
dose before retiring. 


ALL FORMULAE AVAILABLE IN BOTTLES OF 100 TABLETS 


SIDE EFFECTS 


Alserin is tolerated in large doses e 
marked sedation being the most 2 


with gastric 
antacid and 
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Stuffiness of the nose frequently accom- is 
P| unpleasant effect may 
prevented by the simultaneous use of an 
” 
ALSERIN-A 0.25 mg. | 
NO. 043 “Boul 
Crystalline reserpine......... 0.25 mg. 
Carbinoxomine maleate...... 2.0 mg. 
ALSERIN-A 1 mg. | 
TABLET NO. 844 
Crystalline reserpine..... 1.0 mg. 
Carbinoxamine maleate.. 4.0 mg. 
effect. Clinically, in 
rare instances, fu rapeutic doses may cause mental depression. me 3 3 
Disturbing dreams and nightmares occur not infrequently. Gastric 
acid secretion is sometimes increased. If administered to patients 2 > : 
Charles &. Frost & Co | 


ACTION 
STARTS 
IMMEDIATELY 


© “282 TABLETS” 
(Coloured Yellow) 

Formula of “222 Tablets” modified to 

Contain Codeine Phosphate. . . 1/4 gr. 


“292 TABLETS” 
(Coloured Pink) 

Formula of “222 Tablets” modified to 

Contain Codeine Phosphate. . . 1/2 gr. 


© “294 TABLETS” 
(Coloured White) 

Formula of “222 Tablets” modified to 

Contain Codeine Phosphate... 1 gr. 


GENERAD ANALGESIC 
af for relief of 
@) "222 TABLETS” 
| (Coloured White) 
“262 TABLETS” (grey), 2 
POSAGE: One to two tablets os 4 
ble Prescription, 
6409 Ii 


